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ABSTRACT 
 Background: There has been an enormous rise in total joint arthroplasties (TJA) 
in the United States over the past several years. Researchers have documented the 
increase in healthcare costs associated with unplanned hospital readmissions among 
patients post-TJA, specifically total hip and total knee arthroplasties.  Additionally, 
researchers have reported the burden that these costs place on the healthcare system, 
private payers and on patients and their caregivers. Social routines, quality of life and 
occupational functioning are often interrupted because of a patient’s unplanned hospital 
readmission after receiving a total hip or total knee arthroplasty. Investigators have 
identified the major causes of costly unexpected hospital readmissions among patients 
with a TJA; they include surgical site infections, blood clots, joint dislocations and 
periprosthetic fractures. The Occupational Therapy Practice Framework: Domain and 
Process describes the practice of occupational therapy as promoting health, well-being, 
and engagement in meaningful occupation. Nonetheless, there is limited literature in the 
occupational therapy field directed towards reducing hospital readmissions among 
patients with a total hip or knee arthroplasty, thus suggesting an area that is well-
positioned for intervention development and testing.  
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Purpose: This Occupational Therapy Doctoral Project entitled Teaching 
Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) is a proposed program for 
an acute care hospital setting which: (a) described the problem of hospital readmissions 
among patients with a total hip or total knee arthroplasty, (b) investigated evidence and 
best practices for imparting knowledge and/or teaching skills to hospital administrators, 
healthcare professionals, occupational therapy staff, patients, and caregivers, (c) proposed 
an intervention based on empirically supported strategies and theoretical frameworks, (d) 
recommended activities to include as part of the program evaluation, the funding plan and 
the dissemination plan to promote this multi-level, multi-component pilot program. TIRR-
PS will aim to reduce unplanned 30-day hospital readmissions and their associated 
healthcare costs. Unplanned readmissions are in part caused by inadequate education of 
hospital administrators, occupational therapy staff, patients, and caregivers. The TIRR-PS 
program will raise awareness about how to address common medical complication risks 
and promote the support of hospital administration for the education and skill building 
activities directed towards healthcare professionals with an emphasis on occupational 
therapy.  
Conclusion: TIRR-PS was designed for an acute care setting to reduce hospital 
readmission rates, to reduce healthcare costs, to improve patient quality of life, and to 
reduce the societal burden of unplanned hospital care. TIRR-PS is an innovative program 
designed to be comprehensive and to impart knowledge and skills to all relevant 
professionals in an acute care setting with a particular emphasis on the contribution of the 
OT profession. TIRR-PS, once evaluated, will provide a standardized, systematic 
	
	 ix 
approach to reducing unexpected hospitalizations post-TJA and shows promise for 
contributing to routine orthopaedic rehabilitative practice in acute care hospitals. This in 
turn will not only reduce healthcare costs, but will improve the post-surgery quality of 
life for patients with a recent total hip or total knee arthroplasty. 
Keywords: total hip arthroplasty, total knee arthroplasty, total joint arthroplasty, 
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CHAPTER ONE – Introduction 
More than one million total joint arthroplasties (TJA), specifically total hip 
arthroplasties and total knee arthroplasties are completed each year in the United States 
(Kurtz et al., 2017a). Hospital readmissions following a TJA are responsible for a 1.1-
billion-dollar economic burden on the U.S. national healthcare system (Kurtz, 2017b). 
Researchers predict during the next 10–15 years that the number of TJA will increase 
tremendously in the United States (Greiwe et al., 2019). Authors project that by the year 
2030, the demand for total hip arthroplasties will rise by 174% per year and the demand 
for total knee arthroplasties will rise by 673% (Schaeffer et al., 2015). Moreover, national 
health expenditures are expected to increase to 5.4 trillion dollars by 2024, accounting for 
20% of the Gross Domestic Product (Kurtz et al., 2017a). Based on the aforementioned 
predictions, Medicare is expected to pay $50 billion for TJA procedures by 2030 
(Schaeffer et al., 2015). While this enormous rise in arthroplasties means larger 
healthcare expenditures, it also provides societal returns for patients and their families in 
terms of increased quality of life and improved functioning across various domains, 
including occupational functioning (Ramkumar et al., 2015; Schaeffer et al., 2015; 
Schairer et al., 2014a; Schairer et al., 2014b). 
Researchers have noted the rise in healthcare costs associated with unplanned 
hospital readmissions among patients with a TJA, and the burden that this expense places 
on healthcare service industries and private payers (Ahn et al., 2019; Ali & Bottle, 2019; 
Avram et al., 2014; Greiwe et al., 2019; Jordan et al., 2012; Kurtz et al., 2017a; Kurtz et 




Schwarzkopf et al., 2019). Specifically, Kurtz and colleagues reported that 90-day 
readmissions for patients following a total hip arthroplasty represent 59% of the total 
readmission costs for the nation, and patients who had a knee arthroplasty accounted for 
49% of total economic burden on the U.S. healthcare system (2017a). Clearly, unplanned 
hospital readmission among patients with a total hip or total knee arthroplasty account for 
a significant portion of the healthcare costs in the United States. 
 Investigators have identified the major causes for costly unplanned hospital 
readmissions among patients with a total hip or total knee arthroplasty; they include 
surgical site infections, blood clots, joint dislocations, and periprosthetic fractures 
(Avram et al., 2014; Jordan et al., 2012; Kurtz et al., 2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Schwarzhopf et al., 2019; Tayne et al., 2014). Nonetheless, there 
is limited literature in the occupational therapy profession directed toward reducing 
hospital readmissions among patients with a TJA, thus suggesting an area that is well-
positioned for intervention development and testing.  
There are several important reasons to address factors that lead to costly 
unplanned hospital readmissions among patients with a TJA. For one, the number of 
surgeries are expected to rise with increasing life expectancy and the number of people 
opting to undergo a TJA to resolve joint degeneration (Dorsey & Bradshaw, 2017; Kurtz 
et al., 2017b; Lin et al., 2011). Secondly, the Center for Medicare and Medicare Services 
(CMS) implemented the Medicare Hospital Readmissions Reduction Program (HRRP). 
This Medicare value-based program lowers payments to hospitals with 30-day hospital 




hip arthroplasty and total knee arthroplasty (CMS, 2020; Kurtz, 2017a). Institutions with 
higher rates of readmissions receive 1% to 3% less reimbursement for healthcare services 
for the fiscal year (Jordan et al., 2012; Kurtz, 2017a). Elective total hip arthroplasty and 
total knee arthroplasty procedures are closely scrutinized by the CMS. A person with a 
TJA is considered a readmission if the person has an unplanned return to the same 
hospital or another acute hospital for any reason within 30 days of discharge (CMS, 
2020). To understand the gravity of this situation, when HRRP was first implemented, 
more than 2,200 hospitals were penalized a combined total of approximately $280 
million dollars (James, 2013). Equally important, the CMS has also instituted bundled 
payments to cover the costs for specific conditions, including total hip arthroplasty and 
total knee arthroplasty. Healthcare service industries no longer receive a fee-for-service 
for each service performed. To the contrary, hospitals receive monetary incentives for 
spending less than the targeted amount for service. On the other hand, providers are 
required to repay funds to Medicare if healthcare costs are above the targeted amount 
(CMS, 2018). Clearly, hospitals have a monetary incentive to minimize complications 
and hospital readmissions among patients with a total hip arthroplasty or total knee 
arthroplasty.  
Additionally, there is a social responsibility that drives healthcare institutions to 
reduce costly unplanned readmissions. For instance, President Obama stated, “Healthcare 
costs affect the economy, the federal budget, and virtually every American family’s 
financial wellbeing” (2016). Also, the Centers for Disease Control and Prevention stated, 




or delay the onset of disease, keep diseases they already have from becoming worse or 
debilitating, lead productive lives, and reduce costs” (2019). To add, Dorsey and 
Bradshaw (2017) stated that lower extremity musculoskeletal disorders such as total hip 
arthroplasty or total knee arthroplasty negatively impacts a person’s participation in 
meaningful life tasks; readmissions after a TJA can make return to productivity and 
participation even more challenging. On the same note, researchers recognize that 
functional impairment is associated with increased risk of 30-day hospital readmissions 
and needs to be addressed to reduce the social burden of healthcare costs (DePalma et al., 
2013; Greysen et al., 2015; Roberts et al., 2020). Furthermore, a patient has the right to 
occupational justice, defined as a person’s opportunity to engage in meaningful activities, 
development of capacities, identity, and contribution to society. To facilitate a person’s 
opportunity to engage in meaningful activities will promote occupational justice. (Boston 
University College of Health and Rehabilitation Sciences: Sargent College, 2019).  
While TJA are being performed in ever greater numbers, and unplanned hospital 
readmissions are increasing, the literature suggests that interventions designed to impart 
knowledge and skill to healthcare workers, patients, and their caregivers can be used to 
positively influence health outcomes after surgery and to reduce unplanned hospital 
readmissions (Chauhan et al., 2017; Chelagat et al., 2020; Dinh et al., 2016; Guo et al., 
2016; Guraya & Barr, 2018; Hart & Nutt, 2020; Hecht et al., 2016; Johnson & May, 
2015; Jones et al., 2015; Kommuri et al., 2012; Markley et al., 2013; McCoy et al., 2014; 
Myers and Lotz, 2017; Novak & McIntyre, 2010; Peter et al., 2015; Trossman et al., 




Teaching Intervention to Reduce Readmissions—Post Surgery (TIRR-PS), will implement 
a multi-level, multi-component pilot program at a local hospital aimed at reducing 
unplanned 30-day hospital readmissions and their associated healthcare costs. This pilot 
program will take place over one year and will incorporate: (a) an educational component 
about the costs of readmissions among patients with a TJA for hospital administrators 
and healthcare professionals; (b) an educational and skill-building component for 
occupational therapy staff designed to effect knowledge, attitudes, and skills related to 
preventing readmissions after a TJA, and finally, (c) an educational and skill teaching 
component designed to affect knowledge, attitudes and skills for patients who have 
undergone or preparing to undergo a TJA and their caregivers. Educational and 
intervention components will be grounded in the medical model, the health belief model 
(HBM), and the experiential learning theory. 
All three of the aforementioned theoretical frameworks will guide this multi-level 
intervention to ensure that meaningful change will occur that is sufficient to reduce 
unplanned readmissions after a TJA. This intervention will be called TIRR-PS (Training 
Intervention to Reduce Readmissions—Post Surgery), and its components are described 
more fully as follows: 
Component 1 of TIRR-PS is governed by the medical model and experiential 
learning theory. It consists of a one-time, 1-hour in-service training for hospital 
administrators and healthcare professionals. The purpose will be two-fold: first, to 
increase knowledge about the scope of the problem as well as the personal, societal, and 




will focus on increasing staff awareness on how to better serve patients with a TJA to 
decrease common risk factors, increase compliance with discharge treatment plans, and 
provide strategies used to reduce unplanned 30-day hospital readmissions. This increased 
awareness will encourage hospital administrators to support the activities of Components 
2 and 3. 
Component 2 of TIRR-PS will be governed by the medical model, the HBM, and 
the experiential learning theory. A comprehensive, 3-hour training session will be 
conducted for OTs and OTAs. The purpose of this training session will be specifically 
related to changing knowledge, attitudes, and skills for treating patients with a TJA in OT 
practice, all with the goal of reducing readmissions. First, the project director will provide 
practitioners with a general overview of the rise in healthcare costs resulting from 
increased hospital readmission rates among patients with a TJA. Additionally, this 
intervention component will be designed to raise awareness about common risk factors 
for patients with a TJA, including risk for surgical site infections, blood clots, joint 
dislocations, and periprosthetic fractures. Secondly, this component will raise awareness 
about how the aforementioned medical complications often result in functional decline 
among patients with a TJA and lead to increased risk of unexpected 30-day hospital 
readmissions. Thirdly, the project director will provide OTs with information about how 
this problem of unplanned readmissions post TJA are situated in the OT domain of 
practice and how the therapists can effect change and reduce the readmission rate. 
Moreover, therapists will receive information about easy-to-implement strategies and 




returning to the hospital unexpectedly. Finally, the project director will educate therapists 
on how to implement these best practice strategies during patient care to promote a 
patient’s confidence in managing their medical condition and self-care tasks at home.  
Component 3 of TIRR-PS is governed by the medical model, the HBM, and the 
experiential learning theory. This component will include two, one-hour educational 
sessions and a one-hour hands-on training session that are intended to impact the 
knowledge, attitudes, and skills of patients who have undergone or scheduled to undergo 
a TJA and their caregivers. This component will serve as a holistic approach to 
effectively educate patients and their caregivers about the associated risks of a TJA post-
surgery and teach new skills to facilitate the patient’s independence in activities of daily 
living, use of post-surgery precautions, assistive devices, and durable medical equipment. 
In addition, this component is designed to affect the attitudes of patients and caregivers in 
terms of: their understanding of the patient’s susceptibility to risk factors post-surgery, 
their understanding of the severity of risk factors, and finally to build their confidence in 
managing care post discharge to avoid a readmission. A total hip kit will be provided to 
patients with a total hip arthroplasty to facilitate their compliance to total hip precautions. 
The kit will include items such as: a long handle reacher, a long handle dressing stick, a 
long handle sponge, a long handle shoehorn, and elastic shoelaces. Likewise, a foam knee 
wedge will be provided to patients with a total knee arthroplasty who completed the 
program to facilitate knee precautions when the patient is lying in supine position. The 
items in the total hip kit along with patient/caregiver education on how to appropriately 




Additionally, the assistive devices will reduce the patient’s risk of joint dislocations and 
periprosthetic fractures. Similarly, a foam knee wedge will facilitate a patient’s 
compliance with total knee arthroplasty precautions post-surgery and reduce edema and 
pain around the surgical site. Moreover, the foam knee wedge will increase the patient’s 
functional mobility. 
For Components 1 and 3, the project director will use a pre/post survey to assess 
the participants’ knowledge of risk factors concerning patients with a TJA. For 
Component 2, a pre/post survey will assess the participants’ knowledge about risk factors 
concerning patients with a TJA and best practice strategies. Also, an observation of 
OTs/OTAs’ skill during a patient care session will be employed. In addition to the 
aforementioned actions, the examination of the effectiveness of TIRR-PS will be the 
objective measure of unplanned 30-day readmissions post a TJA. Data will be obtained 
from the hospital administration database determining whether any patient who was 
treated by an OT or an OTA who received training in Component 2 and who received 
Component 3 of the intervention was readmitted for complications due to their TJA 
surgery. The percentage of 30-day readmissions among the total number of patients 
receiving TIRR-PS will be calculated. This calculation will then be compared to the 
hospital readmission rate prior to the implementation of the TIRR-PS program as well as 
compared to the national hospital readmission statistics.  
This program will provide an effective way to reduce unplanned 30-day hospital 
readmissions for patients undergoing a TJA and thus help patients maintain functional 




from key stakeholders, and will collaborate with patients who have recently undergone or 
are preparing for a TJA, their caregivers, hospital administrators, orthopaedic doctors, 
OTs, and OTAs to gain input on how to effectively address problems associated with 
unplanned readmissions after TJA. This input will be used to refine the intervention.  
TIRR-PS was conceived as a multi-component intervention to maximize the 
likelihood that hospital readmissions would be positively affected. Hospital 
administrators need up-to-date knowledge about the risks of readmissions and the ways to 
reduce these risks. Additionally, OTs can address and help reduce known risk factors to 
positively impact readmission rates. Moreover, patients and their caregivers can 
meaningfully participate in care after discharge to minimize risk factors that often cause 
an unplanned readmission.  
Research suggests that OTs can play a key role in reducing 30-day hospital 
readmissions because it demonstrates that functional impairment is associated with 
increased risk of 30-day hospital readmissions. Therefore, it is reasonable to hypothesize 
that with the appropriate knowledge, skill, and attitudes, OTs can help to reduce the risk 
factors associated with hospital readmission including the facilitation of patients’ 
functional independence (DePalma et al., 2013; Greysen et al., 2015; Roberts et al., 
2020). By the same token, Rogers and colleagues (2017) found that providing additional 
OT services reduced readmissions because they uniquely addressed the patient’s 
functional and social needs. In fact, the Occupational Therapy Practice Framework: 
Domain and Process distinguishes the practice of OT as promoting health, well-being, 




Association [AOTA], 2014). Notably, occupational therapists are particularly skilled to 
address all aspects of this domain, understand the associations within the domain and the 
patient’s context and environment (Roberts et al., 2020). Case in point, Roger et al. 
(2017) recognized that OT-specialized practice focused on optimizing a person’s 
functional performance in areas such as activities of daily living, instrumental activities 
of daily living, functional cognition, fall prevention, and safety contributed to reducing 
hospital readmissions.  
Similarly, OTs can positively impact hospital readmissions rates by emphasizing 
treatments targeting prevention, wellness, patient and caregiver education, self-
management, and quality of life (Leland et al., 2019; Pritchard et al., 2019). To capitalize 
on the OTs’ unique skills and access to patients, the TIRR-PS program will focus on 
prevention by minimizing a patient’s risk of having a surgical site infection, blood clot, 
joint dislocation, or a periprosthetic fracture. Also, the program will aim to promote 
wellness and quality of life by facilitating the person’s ability to engage in meaningful 
activities of daily living despite limited mobility post-surgery. Moreover, patient and 
caregiver education and self-management specifically related to total hip and total knee 
arthroplasty will be employed in Components 2 and 3. Likewise, Component 1 of TIRR-
PS will educate hospital administrators, who in turn will provide organizational support 
for Components 2 and 3. Therapists currently predominantly serve the post-surgery 
community. However, with new policies in place to reduce healthcare costs, patients 
spend less time in the hospital after a total hip or total knee arthroplasty (CMS, 2018; 




opportunity to expand by delivering service to pre-surgical patients scheduled for a total 
hip or total knee arthroplasty. In addition, the authors suggest emerging evidence that 
supports the effectiveness of pre-surgical group and individualized education aimed at 
teaching patients how to complete activities of daily living with precautions, home and 
environment modifications, and use of assistance devices and compensatory techniques.  
Furthermore, OTs can play an important role in the provision of transitional care, 
which includes actions to assist the patient in successfully transferring from the hospital 
to another environment such as the patient’s home or a skilled nursing facility (Brown, 
2018; Roberts et al., 2020). Successful transitions can have a positive impact on reduction 
of unplanned readmissions. Roberts et al. (2020) stated, “Occupational therapy 
practitioners are highly qualified to prevent readmissions by assessing and treating core 
areas and preparing patients to safely transition to the next level of care” (p. 1). Other 
research supports Roberts and colleagues’ conclusion (Brown, 2018; Roberts & 
Robinson, 2014; Rogers et al., 2017; Royal College of Occupational Therapist, 2017).  
In short, hospital readmission rates are unacceptably high, and patients recovering 
from a TJA comprise a large percentage of hospital readmissions in the United States. 
Research has enumerated the risk factors associated with unplanned hospital 
readmissions, which include surgical site infections, blood clots, joint dislocations, and 
periprosthetic fractures. OTs possess unique skills to effectively address the key factors 
that contribute to a patient with a TJA returning to the hospital. Unexpected readmissions 
are in part caused by inadequate education of hospital administrators, OT staff, patients, 




hospital administration support of education and skill building activities among 
healthcare professionals with an emphasis on occupational therapy will effectively  
 address unplanned hospital readmissions among patients with a TJA. 
The project director will provide details of an intervention designed to expressly 
address issues relating to hospital readmissions among patients with a TJA, utilizing a 
program entitled Teaching Intervention to Reduce Readmissions—Post Surgery (TIRR-
PS). The intervention is based on research, theory, and evidenced-based models. TIRR-PS 
is designed to serve an acute care setting to reduce hospital readmission rates, to reduce 
healthcare costs, to improve patient quality of life, and to reduce the societal burden of 





CHAPTER TWO – Theoretical and Evidence Base to Support the Proposed Project 
“A theory presents a systematic way of understanding events or situations. It is a 
set of concepts … illustrating the relationships between variables” (U.S. Department of 
Health and Human Services, 2005, p. 4). This chapter will explain the theoretical 
frameworks used to provide a foundation for this project. Also, an explanatory visual 
model will identify the contributing factors that lead to the defined problem. Moreover, 
exploratory questions will address each component of the causal pathway. Lastly, this 
chapter will provide a literature review of the evidence used to support the key factors of 
the problem.  
Theoretical Framework Governing the Proposed Multi-Component Intervention 
This project utilizes three main themes of the medical model, a concept developed 
by R.D. Laing, a psychiatrist, in 1971 (Laing, 1971). First, this model is concerned with 
eliminating disease and trauma that interrupts a person’s routine activities of daily living. 
In the context of the proposed intervention, individuals have undergone a TJA to remove 
diseased or defective joints. Consequently, they are experiencing a disruption in multiple 
domains of their lives. Secondly, the common complications experienced after surgery 
are reflective of the homeostasis process in the medical model. Gary Kielhofner defined 
homeostasis as a way the body attempts to restore order after being affected by disease or 
trauma (2009, p. 235). In this project, patients develop complications such as blood clots 
or infections after surgery as a result of the body’s attempt to fight off bacteria or to heal 
and achieve homeostasis. Thirdly, a patient returning to the hospital because of medical 




reflective of the medical model as the patient attempts to move back to a normative state. 
For instance, a patient’s knowledge of their anatomical make-up and typical 
physiological functioning leads to an understanding of what is normal. Any deviation 
from this normative state is identified as a medical complication, and seeking medical 
care through a hospital readmission would be the person’s action to attain homeostasis. 
All components of this project are based in the understanding that patients who undergo a 
total hip or total knee arthroplasty have undergone a traumatic event. The body’s attempts 
to re-establish homeostasis often place it at high risk of deviating from a normative state 
because of medical complications. What can follow is functional decline, resulting in an 
unplanned hospital readmission and increased healthcare costs. Therefore, the medical 
model is the overarching theoretical basis for this doctoral project. 
The health belief model (HBM) helps to explain the mechanism of a person’s 
health behavioral change and will be relied on in TIRR-PS Components 2 and 3. In the 
1950s, social psychologists Irwin M. Rosenstock, Godfrey M. Hochbaum, S. Stephen 
Kegeles, and Howard Leventhal derived the HBM from psychological and behavioral 
theory consisting of two concepts of health-related behavior: (a) the desire to avoid 
disease or illness, or to recover from disease or illness, and (b) the belief that a specific 
health action will prevent, or cure, a disease or illness (Champion & Skinner, 2008; 
LaMorte, 2018; Rosenstock et al., 1988). Developers believed that a person’s course of 
action often depends on that person’s perceptions of the benefits and barriers related to 
health behavior (LaMorte, 2018). Therefore, content for this project will reflect the major 




likely to get a disease), (b) perceived severity (i.e., the patient’s belief about the 
seriousness of a condition and its consequences), (c) perceived benefits (i.e., the patient’s 
belief that action will reduce one’s susceptibility to and severity of the condition), (d) 
perceived barriers (i.e., physical and psychological barriers), (e) cue(s) to action (i.e., 
prompts that motivate action to improve one’s health status such as marked calendars, 
email reminders, television commercials, how-to charts), and (f) overall health related 
self-efficacy (i.e., confidence in one’s ability to take action) (D’Angelo, 2016; Straker, 
2010; U.S. Department of Health and Human Services, 2005). In Component 2, the 
project director will educate OTs and OTAs about the scope of the problem related to 
readmissions as well as the increased susceptibility and seriousness of the problem 
among patients with a TJA. The project director will provide knowledge and skills to 
OTs and OTAs about the ways they can help alleviate medical complications via 
education of patients and intervention practices. Finally, the third component will follow 
the major constructs of the HBM by directly addressing the skills, knowledge, and 
attitudes of patients and caregivers to promote targeted health behaviors that will reduce 
medical complications, resulting in reduced readmissions and healthcare costs. 
Lastly, the project is grounded in Kolb’s experiential learning theory (Kolb, 
1984). All three components of the proposed TIRR-PS intervention reflect major 
principles of this theory as they all rely on imparting knowledge and promoting learning. 
For instance, “experiential learning” includes all the following elements: (a) reflection, 
critical analysis and synthesis, (b) opportunities for participants to take initiative, make 




intellectually, creatively, emotionally, socially, or physically, and (d) a designed learning 
experience that includes the possibility to learn from natural consequences, mistakes, and 
successes (Boston University Center for Teaching and Learning, 2020; Kolb, 1984). In 
Component 1, the project director will educate key hospital administrators about the 
scope of the problem, including information about the consequences of post-surgery 
complications and unplanned hospital readmissions after TJA. This requires that the 
participants in Component 1 engage in experiential learning. In Component 2, the project 
director will guide OTs and OTAs through the four stages of the experiential learning 
theory cycle consisting of experiencing, reflecting, thinking and acting to promote a 
standard methodology for teaching specific skills to patients and evaluating patient 
functional outcomes (Boston University Center for Teaching and Learning, 2020; Kolb, 
1984; Kolb, 2020). In Component 3, the intervention will be governed by the four stages 
of this model as a holistic approach to effectively educate patients and to teach them new 
skills to facilitate their independence in activities of daily living, use of post-surgery 
precautions, assistive devices, and durable medical equipment. 
Thus, the TIRR-PS intervention has been developed using the medical model, the 
HBM, and the experiential learning theory. These three theories will inform and guide the 
development of this multi-component intervention and will be used to develop a 
systematic way to understand and address the key causal factors that lead to unplanned 





Figure 2.1. Explanatory visual model of the problem. 
 
Explanation of Causal Pathway of the Problem 
Theoretical frameworks are necessary to help one to understand the situation 
under examination. To compliment this effort, one may use an explanatory visual model 
to illustrate the relationship between the factors that cause the problem and the problem 
presented. This project proposes five factors that lead to the problem of unscheduled 30-
day hospital readmissions. The first factor that contributes to unplanned readmissions is 
inadequate knowledge among hospital administrators about how the healthcare system 
can effectively address common risks for medical complication (i.e., surgical site 
infections, blood clots, joint dislocations and periprosthetic fractures) experienced by 
patients following a total hip or total knee arthroplasty. The deficit among hospital 




second factor points to the inadequate knowledge and skill among occupational therapy 
staff to effectively address the common medical complication risks experienced by 
patients following a total hip or total knee arthroplasty. The third factor identifies 
inadequate knowledge and skill among patients and caregivers to proactively address and 
to manage the common medical complication risks following a total hip or total knee 
arthroplasty. Therefore, all three of the aforementioned factors lead patients to deviate 
from their normative state, which results in decreased functional outcomes, the fourth 
factor. Consequently, if a patient deviates from her normative state, then she is more 
likely to have an unplanned hospital readmission within 30-days of discharge. Hence, all 
five factors presented in the explanatory visual model represent key factors that 
contribute to the problem of increased 30-day hospital readmissions among patients with 
a total hip or total knee arthroplasty. The causal pathway model is congruent with the 
theoretical frames of reference discussed previously in this chapter. First, the pathway 
reflects the medical model because one must have at least a basic understanding of 
anatomy and physiology to realize a shift from a person’s normative state. Also, this 
model is concerned with eliminating disease and trauma that interrupt a person’s routine 
activities of daily living. Therefore, one may link inadequate healthcare service to a 
patient’s decreased ability to manage medical complication risks, which leads to a decline 
in their functional performance resulting in an unplanned hospital return (Kielhofner, 
2009). Secondly, the explanatory illustration implies the application of the HBM 
constructs. For example, the occupational therapy staff, patients, and caregivers need to 




(susceptibility, severity). Then, individuals would need to recognize the benefits of 
avoiding the threat and factors influencing the decision to act (barriers, cues to action, 
and self-efficacy) (Bishop et al., 2014; Straker, 2010; U.S. Department of Health and 
Human Services, 2005). Furthermore, the explanatory model lends itself to the 
application of the experiential learning theory. This theory provides an effective means to 
impart knowledge and skill to adult learners designed to promote functional outcomes 
among individuals with a TJA (Batista, 2017; Boston University Center for Teaching and 
Learning, 2020; Kokcharov, 2015; Kolb, 1984).  
Examination of the Explanatory Visual Model  
In order to test the causal factors of the explanatory visual model, several 
questions guided the search on literature regarding 30-day unplanned hospital 
readmissions among patients with a total hip or total knee arthroplasty. The questions 
were: 
1. Is there evidence that there are specific risk factors among patients with a total hip 
or total knee arthroplasty that lead to unplanned 30-day hospital readmissions 
post-surgery? 
2. Is there evidence of current clinical guidelines or accepted protocols for 
occupational therapy practice to address the common risk factors causing 
readmission among patients with a total hip or total knee arthroplasty? 





4. Is there evidence that educating and teaching new skills to occupational therapy 
staff regarding post TJA intervention can affect readmission rates? 
5. Is there evidence that educating patients with a TJA and their primary caregivers 
can affect patients and readmission rates? 
Evaluating the Evidence to Support the Explanatory Model 
This section provides a literature review of evidence to answer the 
aforementioned questions addressing the explanatory model. A search report is provided 
for each topic to describe the databases/sources, key terms and strategies used. The 
search process is documented as well as the criteria used to select the articles. Moreover, 
a synthesis of evidence for each question is provided.  
Q1: Is there evidence that there are specific risk factors among patients with 
a total hip or total knee arthroplasty that lead to unplanned 30-day hospital 
readmissions post-surgery?  
A search of the literature was conducted based on the Research Question 1 using 
PubMed, CINAHL, Cochrane Library and Google Scholar. These databases are 
appropriate to address the question because the topic involves adults with physical 
medical conditions related to rehabilitation, medicine, and allied health disciplines. Key 
terms included: total joint arthroplasty, total hip arthroplasty, total hip replacement, total 
knee arthroplasty, total knee replacement, hospital readmissions, causes, complications, 
and risk factors. An extended search was used with these key terms in addition to 
systematic review and meta-analysis. Search strategies included an expanded search by 




articles in search results. Limits were set for reviewing specific risk factors among 
patients with a total hip or total knee arthroplasty that lead to unplanned hospital 
readmissions post-surgery. Sixteen studies were deemed relevant for appraisal. Criteria 
for selection included: (a) a patient population sample consisting of all human adults, (b) 
patients with a primary diagnosis of a unilateral total hip or knee arthroplasty as an 
elective surgery, (c) an acute care setting, (d) population studied included those with a 
30-day hospital readmission, (e) modifiable risks were addressed as a health concern (i.e., 
infections, blood-clots, joint dislocations, and periprosthetic fractures), (f) publication 
date within the past 10-years, and (g) English-language publications with full text 
available.  
There is sufficient evidence to understand the post-surgical complications from 
total hip and total knee arthroplasty. The literature suggests that surgical site infections, 
blood clots, joint dislocations, and periprosthetic fractures are specific risk factors that 
lead to unplanned 30-day hospital readmissions post-surgery among patients with a total 
hip or total knee arthroplasty. One systematic review and meta-analysis was found. 
Fourteen out of 16 studies found surgical site infections to be a common cause to 
readmissions (Avram et al., 2014; Curtis et al., 2019; Iorio & Feroz, 2017; Jordan et al., 
2012; Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; Ricciardi et al., 
2016; Roger et al., 2019; Schaeffer et al., 2014; Schairer, 2013a; Schairer, 2013b; 
Schwarzkopf et al., 2019; & Tayne et al., 2014). Similarly, 5 out of 16 articles stated that 
blood clots are causal factors (Avram et al., 2014; Jordan et al., 2012; Ramkumar et al., 




dislocations as a primary reason for unexpected hospital readmission (Kurtz et al., 2017a; 
Kurtz et al., 2017b; Ricciardi et al., 2017; Roger et al.; 2019; Schaeffer et al., 2015; 
Schairer et al., 2013; & Sutton et al., 2016). Similarly, six articles identified 
periprosthetic fractures as being a common factor for unplanned readmissions (Avram et 
al., 2014; Kurtz et al., 2017a; Kurtz et al., 2017b; Ricciardi et al., 2017; Roger et al.; 2019 
& Sutton et al., 2016). According to Kurtz et al. (2017b), “infection, dislocation and 
periprosthetic fractures are the most costly types of readmission” (p. 2927). Moreover, 
Schwarzkopf and colleagues (2019) found that hospital readmissions related to surgical 
complications following a total hip or total knee arthroplasty are more likely to occur 
within 30 day of discharge. After critical appraisal of the literature, it is fair to conclude 
that there is sufficient evidence to support surgical site infections, blood clots, joint 
dislocations, and periprosthetic fractures as specific risk factors that lead to unplanned 
30-day hospital readmissions post-surgery among patients with a total hip or total knee 
arthroplasty. 
Q2: Is there evidence of current clinical guidelines or accepted protocols for 
OT practice to address the common risk factors causing readmission among 
patients with a recent TJA? 
A search of the literature was conducted based on Research Question 2 using 
PubMed, CINAHL, the Cochrane Library, and Google Scholar. These databases are 
appropriate to address the question because the topic involves adults with physical 
medical conditions related to rehabilitation, medicine, and allied health disciplines. Key 




total hip arthroplasty, total hip replacement, total knee arthroplasty, total knee 
replacement, occupational therapy, hospital readmissions; clinical guidelines OR 
protocols AND total joint arthroplasty AND occupational therapy AND hospital 
readmissions AND infection; clinical guidelines OR protocols AND total joint 
arthroplasty AND occupational therapy AND hospital readmissions AND joint 
dislocations; clinical guidelines OR protocols AND total joint arthroplasty AND 
occupational therapy AND hospital readmissions AND periprosthetic fracture.  
An extended search was used with the aforementioned key terms in addition to 
systematic review and meta-analysis. Search strategies included an expanded search by 
selecting “find any of search terms” and a review of “related articles” from relevant 
articles in search results. Also, a careful review of the citations listed in the key articles 
was completed. Inclusion criteria were set for reviewing clinical guidelines or accepted 
protocols for OT practice to address the common risk factors for readmissions among 
patients with a recent total hip or total knee arthroplasty. Five studies including a 
systematic review were deemed relevant for appraisal. Criteria for selection included: (a) 
a patient population sample consisting of all human adults, (b) patients with a primary 
diagnosis of a unilateral total hip or knee arthroplasty as an elective surgery, (c) an acute 
care setting, (d) population studied included those with a 30-day hospital readmission, (e) 
modifiable risks were addressed as a health concern (i.e., infections, blood-clots, joint 
dislocations, and periprosthetic fractures), (f) publication date within the past 10 years, 
and (f) English-language publications with full text available.  




OT practice exist to address the common risk factors for readmission among patients with 
a recent total hip or total knee arthroplasty. Only one research article directly discussed a 
common risk factor or protocol. Roberts and Robinson (2014) stated that occupational 
therapy can minimize the risk of a patient getting a blood clot with early mobilization 
focused on the patient’s occupational interests, self-care, and functional mobility training.  
Despite not finding a range of existing or tested protocols directly addressing the 
major complications following a total hip or total knee arthroplasty, there were some 
published articles that described a more indirect approach. For example, Pritchard and 
colleagues (2019) discussed how early mobilization was a feasible approach to increase 
functional mobility, resulting in decreased readmission. Researchers also discussed a 
protocol required by the Joint Commission Certification for Total Hip and Total Knee 
Replacement that requires a preoperative functional status assessment in combination 
with patient education. This protocol helps therapists to identify patients who are at high 
risks for hospital readmission and plan post-operative treatment to lower the risks 
(Pritchard et al., 2019). Additionally, The Royal College of Occupational Therapists 
(2017) established practice guidelines categorizing six areas of intervention for 
occupational therapists to follow when working with a patient after a total hip 
arthroplasty. The six areas of intervention included: maximizing functional 
independence, reducing anxiety, helping patients resume of meaningful occupation, hip 
precautions, and enhanced recovery (i.e., optimize the length of stay). Other investigators 
provided insight on how the occupational therapy profession as a whole may reduce 




practice areas occupational therapists can intervene to decrease hospital readmissions: (a) 
activities of daily living, (b) instrumental activities of daily living, (c) fear of falling, (d) 
functional cognition, (e) social participation, (f) roles, habits routines and rituals, (g) 
vision, and (h) safety. In contrast, Rogers and colleagues (2017) described specific ways 
occupational therapists may lowered readmissions among patients with heart failure, 
pneumonia, and acute myocardial infarction by identifying six interventions: (a) provide 
caregiver training with appropriate recommendations, (b) determine whether patients can 
safely live independently, or require further rehabilitation or skilled nursing, (c) address 
existing disabilities with assistive devices so patients can safely perform activities of 
daily living (e.g., using the bathroom, bathing, getting dressed, making a meal), (d) 
complete home safety assessments before discharge and suggest modifications as 
necessary, (e) assess cognition and the ability to physically manipulate things like 
medication containers, and provide training when necessary, and (f) work with physical 
therapists to increase the intensity of inpatient rehabilitation (AOTA, 2016; Rogers et al., 
2017). Although these interventions were used to address patients with heart failure, 
pneumonia, and acute myocardial infarction, the interventions may apply to the general 
practice of occupational therapy to reduce hospital readmissions (Roberts et al., 2020).  
Furthermore, Laugaland et al. (2012) completed a systematic review to identify 
successful interventions among elderly patients during transitional care or discharge 
planning. The authors found the following interventions from a variety of disciplines 




• interventions that are initiated early and are continued throughout hospitalization 
and post-discharge 
• interventions where a key healthcare professional acts as a discharge coordinator 
• interventions that include patient participation and/or education 
• interventions that involve family caregivers 
• interventions with a multidisciplinary approach 
• components of the intervention teach transitional care 
• pharmacy intervention and medication reconciliation 
• standardized medication reports 
• comprehensive transitional care programs with multi-interventional components 
After critical appraisal of evidence-based research, it is fair to conclude that there 
are limited clinical guidelines or accepted protocols for OT practice that address the 
common risk factors for readmission among patients with a TJA. However, general 
practice guidelines can apply to OT interventions to address risk factors presented among 
patients with a TJA. Additionally, guidelines used for other medical conditions and 
related fields are applicable to support this effort. Nonetheless, limited sources to support 
the intervention of the common complications regarding total hip and total knee 
arthroplasty suggests that more development and research are needed to improve 
effective clinical guidelines or accepted protocols. The proposed project will incorporate 
the knowledge and guidelines that are available for OTs to assist in preventing unplanned 




Q3: Is there evidence that educating hospital administrators can affect 
readmission rates? 
A search of the literature was conducted based on the Research Question 3 using 
PubMed, CINAHL, the Cochrane Library, Google Scholar, PsycINFO, Social Sciences, 
and Google. These databases are appropriate to address the question because the topic 
involves adults with physical medical conditions related to rehabilitation, psychological 
and social behavior, medicine, and allied health disciplines. Key terms included: 
intervention OR education OR educating OR teaching AND hospital administration OR 
hospital administrators AND hospital readmissions OR hospital readmissions reduction; 
“educating hospital administrators”; “intervention or educating hospital administrators”; 
“intervention or educating hospital administrators AND clinical trial;” “effective teaching 
AND hospital administrators;” effectiveness of educating hospital administrators AND 
behavior change;” “effectiveness AND education or training AND hospital 
administrators AND behavior change;” “education of hospital administration AND 
competencies;” “intervention or educating or teaching AND hospital administrators AND 
behavior change;” “intervention or educating or teaching AND hospital administrators 
AND behaviour change;” “educating OR teaching OR knowledge AND healthcare 
administrators OR leadership AND behavior change.” 
An extended search was used with the aforementioned key terms in addition to 
systematic review and meta-analysis. Search strategies included an expanded search by 
selecting “find any of search terms” and a review of “related articles” from relevant 




completed. Inclusion criteria were set for finding evidence that supported the hypothesis 
that educating hospital administrators can affect readmission rates. Six articles were 
deemed relevant for appraisal and two systematic reviews were found. Criteria for 
selection included: (a) all human and adult participants, (b) articles involving the 
education of hospital administrators or healthcare professionals, (c) publication date 
within the past 10 years, and (c) English-language publications with full text available.  
Results of this extensive search suggested that there is limited evidence to support 
educating hospital administrators to affect readmission rates. However, two systematic 
reviews addressed healthcare professionals in general. In their systematic review of 65 
articles, Johnson and May (2015) found that multifaceted intervention programs 
including dissemination of educational materials, educational meetings, and educational 
outreach had a positive effect on professional practice and patient outcomes. 
Additionally, Chauhan and colleagues’ (2017) systematic review of 138 articles, 
represented 3,502 healthcare professionals, examined behavior change interventions that 
influenced a diverse group of healthcare professionals. The authors found that interactive 
and multifaceted educational programs improved knowledge and skills among healthcare 
professionals, improved patient outcomes, and reduced patient adverse events. Likewise, 
Chauhan and colleagues’ review provided supporting evidence that intervention 
components, which included feedback, lecture, and pamphlets, had a positive influence 
on healthcare professionals implementing guidelines into general practice. No systematic 
review was found to support the education of hospital administrators as a means of 




healthcare professionals in general positively influenced clinical practice which in turn 
can affect hospital readmission rates.  
Other interventions provide evidence as well: The Partnership for Patients (PfP) is 
a program implemented by the Center for Medicare and Medicaid Services (CMS) in 
2011 that aimed to reduce preventable hospital readmissions rates. This program 
promoted its mission by sharing information and evidence-based strategies with more 
than 3,700 participating hospitals nationwide. Evaluation data suggested that there was an 
8% reduction in hospital readmissions among Medicare beneficiaries from January 2012 
to December 2013 (Trossman, 2015; CMS, 2020). Therefore, there is evidence that 
educating hospital leaders can reduce readmission rates on a national level.  
On a state level, a Minnesota statewide campaign entitled Reducing Avoidable 
Readmissions Effectively (RARE), conducted by McCoy et al. (2014), proved to reduce 
hospital readmissions by providing hospitals with the opportunity to participate in three 
learning collaboratives: Care Transitions Intervention, Project RED (ReEngineered 
Discharge), or SAFE Transitions of Care. Also, the campaign offered monthly webinars, 
shared best practices, and hosted Action Learning Days and celebratory events that 
allowed staff at participating hospitals to share success stories and to learn about new 
strategies to decrease the readmission rates. The authors noted that more than 7,000 
hospital readmissions were prevented during the study period among the 82 hospitals that 
participated in the RARE campaign. Investigators calculated the actual-to-expected 
potentially preventable readmissions ratio (A/E PPR) in which the expected potentially 




risk cases. The number of potentially preventable readmissions was calculated by 
subtracting the number of actual potentially preventable readmissions observed from the 
expected potentially preventable readmissions during the time of the campaign. Then, the 
authors took the resulting number of potentially preventable readmissions and divided it 
by the number of at-risk-cases and multiplied by 10,000 to calculate the number of 
potentially preventable readmissions prevented per 10,000 at-risk-cases (McCoy et al., 
2014, p. 201). Clearly, McCoy and colleagues provided supporting evidence that 
educating hospital administrators can directly influence hospital readmission rates.  
Similarly, Chelagat et al. (2020) conducted a quasi-experiment to examine the 
effectiveness of a leadership development program on healthcare outcomes addressed by 
trained healthcare managers in Kenya when compared to untrained managers. The focus 
of this study was to increase the healthcare managers’ application of leadership and 
management practices in order to resolve perpetual challenges in the healthcare service 
delivery. The teaching methodology consisted of case studies, experiential learning, and 
group work. One hundred and sixty-five healthcare managers from 13 counties and 15 
healthcare facilities were trained over a period of six years (2010–2016). The authors 
found that the trained healthcare managers improved healthcare outcomes significantly 
when compared to the untrained managers. It is important to note that researchers found 
that readmission rates were reduced by an average of 65% among healthcare facilities 
with trained managers. Hence, Chelagat and colleagues provided convincing evidence in 
support of educating hospital administrators to reduce readmissions rates. Although this 




educating hospital administrators to reduce readmissions in general.  
Furthermore, Guo et al. (2016) contributed to this body of evidence indirectly by 
completing an assessment of an evidence-based management training program aimed at 
increasing knowledge, skills, and confidence among 30 healthcare administrators. To 
examine the outcomes of the training program, authors administered pre- and post-tests 
and self-reflection surveys. The authors found a statistically significant improvement in 
the healthcare administrators’ knowledge and information-searching skills after training 
(p < 0.001). Additionally, examiners found that the participants’ confidence in using the 
evidence-based management training approach for decision making increased 
significantly post training (p < 0.001). Moreover, 83% of the administrators indicated that 
the knowledge and skills they obtained from the training program could be used to make 
future management decisions in their healthcare organizations. The Guo et al. (2016) 
study adds to the body of evidence supporting the idea that educating hospital 
administrators can lead to increased knowledge, skills and confidence influencing 
organizational decisions about healthcare, which can indirectly lead to a reduction in 
hospital readmissions.  
After critical appraisal of the few available research studies, it is fair to conclude 
that there is limited evidence to support the notion that educating hospital administrators 
can directly influence readmission rates. This project director had to broaden the scope of 
her search to include healthcare professionals in order to glean relevant information to 
support the question at hand. The findings suggest that training hospital administrators 




influence the key markers of successful leadership. One of those key markers is 
unexpected readmissions. The evidence presented suggests that more research is needed 
to definitively link education of hospital administrators to readmission rates specifically 
regarding total hip and total knee arthroplasty. The proposed project will add to this body 
of literature by incorporating strategies found in the literature such as dissemination of 
educational materials, educational meetings and educational outreach, a shared best 
practice, case studies, experiential learning, and increased knowledge and skills to assist 
in the reduction of sudden readmissions post total hip and total knee arthroplasty. 
Q4. Is there evidence that educating and teaching new skills to occupational 
therapy staff regarding post TJA intervention can affect readmission rates? 
A search of the literature was conducted based on Research Question 4 using 
PubMed, CINAHL, the Cochrane Library, Google Scholar, PsycINFO, Social Sciences, 
and ResearchGate. These databases are appropriate to address the question because the 
topic involves adults with physical/medical conditions related to rehabilitation, 
psychological and social behavior, medicine, and allied health disciplines. Key terms 
included: educating OR teaching OR training AND occupational therapists AND hospital 
readmissions OR hospital readmissions reduction; “the effectiveness of teaching OR 
educating occupational therapists AND behavior change;” “educating occupational 
therapists”; “effectiveness AND education OR training AND occupational therapists 
AND behavior change”; “education of occupational therapists AND competencies”; “the 





An extended search was used with the key terms above in addition to systematic 
review and meta-analysis. Search strategies included an expanded search by selecting 
“find any of search terms” and a review of “related articles” from relevant articles in 
search results. A careful review of the citations listed in key articles was completed. 
Inclusion criteria were set for finding evidence that supported the hypothesis that 
educating and teaching new skills to occupational therapy staff can affect hospital 
readmission rates. Seven articles were deemed relevant for appraisal. One systematic 
review and meta-analysis, four systematic reviews, and one prospective longitudinal 
study were found in the literature. Criteria for selection included: (a) articles involving 
the education of healthcare professionals and/or occupational therapists, (b) publication 
date within the past 10 years, and (c) English-language publications with full text 
available.  
Results of this thorough search suggested that there is considerable evidence to 
support the fact that teaching new skills to occupational therapy staff can affect hospital 
readmission rates. For instance, findings from two systematic reviews and one integrative 
review supported the belief that educating occupational therapists can impact knowledge, 
skills, and clinical practice (Jones et al., 2015; Meyers & Lotz 2017; Young et al., 2014). 
Jones and colleagues found that interventions that consisted of training occupational 
therapists, physical therapists, and speech-language therapists via educational meetings, 
educational materials, and outreach visits in the community or rehabilitation settings, 
demonstrated statistically significant positive effects on primary outcome measures in 




patient, and economic outcomes. Economic outcomes represented the expense to 
implement intervention or strategies. The authors noted mixed effects regarding patient 
outcomes in three additional studies reviewed. Meyers and Lotz (2017) found that 
discipline specific educational interventions benefited occupational therapy by improving 
knowledge, skills, and attitudes of healthcare professionals. Young et al. (2014) reported 
an increase in knowledge and skills among a group of healthcare professionals that 
included occupational therapists after educational intervention strategies that included a 
multifaceted clinically integrated approach. 
Similarly, Novak and McIntyre (2010) conducted a prospective longitudinal 36-
month study using a pre-/post-test design focused on increased knowledge and skill 
among experienced, practicing allied health professionals, including occupational 
therapists. The authors implemented a one-day training workshop that provided 
healthcare professionals with training on how to conduct evidence-based research, 
complete a critically appraised topic, and implement evidence-based practices. Teaching 
strategies included: (a) clinical examples of patients seen by allied health professionals, 
(b) rehearsal and confidence building, (c) role-modelling, (d) small group discussion, and 
(e) development of a shared action plan. The action plan is the plan the healthcare 
professionals developed to implement research into their clinical setting. Moreover, the 
authors provided participants with workplace supports to minimize any barriers that 
could hinder progress (i.e., paid professional development opportunities and paid work 
time associated with evidence-based practices, provision of necessary tools). At the 




improved after education with workplace support. Knowledge was measured by the 
Adapted Fresno Test. A change in professional behavior was also noted over an 18-
month period. Behavior was measured by counting the number of presentations that used 
evidence-based practice methodologies and the number of critically appraised topics that 
the staff produced. Mean differences were analyzed using paired t-tests. Evidence-based 
practice content was provided in presentations 100% of the time post intervention, a 
statistically significant increase from the previous 3% delivery rate. Novak and McIntyre 
provided evidence to support the notion that an intervention that imparts new knowledge 
and teaches new skills to OT staff can affect clinical practice, which can in return impact 
hospital readmissions. 
In addition, this search produced a systematic review and a meta-analysis that 
support the idea that education can increase knowledge and skills among healthcare 
professionals in general, which in turn can lead to improved patient outcomes. Guraya 
and Barr (2018) selected 12 articles for their systematic review and meta-analysis. The 
authors found that interprofessional education among healthcare professionals was 
effective in improving the knowledge, skills, and attitudes of participants’ collaboration 
efforts at a statistically significant level. Additionally, in their systematic review of 65 
articles, Johnson and May (2015) found that multifaceted intervention programs 
including dissemination of educational materials, educational meetings and educational 
outreach had a positive effect on professional practice and patient outcomes. Likewise, 
the systematic review conducted by Hecht et al. (2016) examined the effectiveness of 




that training in evidence-based medicine positively impacted the healthcare 
professionals’ knowledge and skills.  
After critical appraisal of the available research studies, it is fair to conclude that 
there is significant evidence to support educational interventions for occupational 
therapists to increase their knowledge and skills. However, more research is needed to 
determine how effective educational opportunities are influencing clinical practice, 
patient outcomes and hospital readmission rates. The proposed project will add to this 
body of evidence by incorporating strategies found in the literature such as directly 
training the occupational therapy staff using clinical examples of patients with total joint 
arthroplasties seen for rehabilitation, role-modelling, small group discussion, 
development of a shared action plan, and dissemination of educational materials, to 
increase knowledge and skill among occupational therapists to assist in the reduction of 
unplanned hospital readmissions post total hip and total knee arthroplasty. 
Q5: Is there evidence that educating patients with a TJA and their primary 
caregivers can affect patient readmission rates? 
A search of the literature was conducted based on Research Question 5 using 
PubMed, CINAHL, the Cochrane Library, Google Scholar, PsycINFO, Social Sciences, 
and ResearchGate. These databases are appropriate to address the question because the 
topic involves adults with physical medical conditions related to rehabilitation, 
psychological and social behavior, medicine, and allied health disciplines. Key terms 
included: educating OR teaching OR training AND patients AND caregivers AND 




training AND patients AND caregivers AND hospital readmissions rates AND total knee 
replacement OR total hip replacement; “the effectiveness of teaching OR educating AND 
patient AND caregiver AND behavior change”; “effectiveness of educating patients and 
caregivers AND readmission rates AND total knee replacement OR total hip 
replacement”; “postoperative education for patient and caregiver AND readmission rates 
AND total knee replacement OR total hip replacement.” 
An extended search was used with the aforementioned key terms in addition to 
systematic review and meta-analysis. Strategies included an expanded search by selecting 
“find any of search terms,” reduced time frame for publication to five years to reduce the 
overwhelming number of results, and reviewed “related articles” from relevant articles in 
search results. A careful review of the citations listed in key articles was completed. 
Inclusion criteria were set for finding evidence that supported the hypothesis that 
educating patients and caregivers can affect hospital readmission rates. Five articles were 
deemed relevant for appraisal. One systematic review and one randomized control trial 
were found in the literature. Criteria for selection included: (a) articles involving the 
education of patients and/or caregivers, (b) publication date within the past 10 years, (c) 
English-language publications with full text available, and (d) studies completed in the 
United States.  
Results of this exhaustive search suggested that there is some evidence to support 
the idea that educating patients and caregivers can affect patient readmission rates. 
However, no evidence meeting the inclusion criteria was found that specifically 




hospital readmission such as individuals with heart failure or chronic diseases offered 
helpful strategies to reduce hospital readmissions among individuals with a TJA.  
For instance, findings from Dinh et al.’s (2016) systematic review of 12 articles 
support the use of the teach-back method. This instructional technique required patients 
to restate what they learned in their own words. Dinh and colleagues found improved 
outcomes among patients with chronic disease in the following areas: adherence to the 
healthcare provider instructions, self-management, disease-specific knowledge, 
knowledge retention, readmission, self-efficacy, and quality of life. Many of these 
outcomes speak directly to the factors of interest in this doctoral project in that increased 
patient knowledge, better self-management skills and self-efficacy can affect risk factors 
which in turn, reduce unplanned readmissions. 
In the five studies reviewed that listed readmission as an outcome, examiners 
generally saw less readmissions and hospitalizations in the intervention group using the 
teach-back method (Dinh, 2016). Nonetheless, authors documented that further research 
is necessary to provide stronger evidence to support the use of the teach-back method to 
affect hospital readmission rates. Similarly, authors found that the teach-back method 
improved patients’ disease-specific knowledge and skill for using a medical device. 
Additionally, patients in intervention groups showed a statistically significant 
improvement for compliance to healthcare recommendations targeting health behavior 
changes such as diet and medication adherence. Moreover, investigators reported a 
statistically significant increase in patients’ self-efficacy post intervention. In contrast, 




no significant changes were found when using the teach-back method as an intervention. 
Therefore, examiners concluded their study by stating that there is not enough evidence 
to support that the teach-back method will improve a person’s quality of life. Hence, 
Dinh et al.’s (2016) systemic review was limited to a small number of articles which 
examined the teach-back method among individuals with chronic disease. Authors stated 
that more research is necessary to strengthen evidence about the effects of the teach-back 
method in regard to using readmissions, self-management, disease-specific knowledge, 
knowledge retention, self-efficacy, and quality of life as outcome measures.  
Additionally, Peter et al. (2015) conducted a study specifically aimed at 
enhancing patient and family education and reducing the 30-day readmission rate using 
the teach-back method among patients with heart failure. According to Peter et al. (2015), 
“Patients without clear understanding of their disease or follow-up needs may be 
noncompliant with their discharge instructions and therefore at increased risk for 
readmission. High numbers of hospitalized patients are reported to receive no education 
regarding self-care at home” (p. 35). On the other hand, patients who clearly understand 
their post discharge plan are 30% less likely to return to the hospital (Peter et al., 2015, p. 
36). Peter and colleagues also found that increasing a patient’s knowledge does not 
automatically result in the targeted health behavior change. A patient’s attitude has to 
change as well to increase the likelihood of altering behavior (2015). Therefore, this 
particular teach-back method incorporated questions relating to the patient’s knowledge, 
attitude, and health behavior. Post intervention, patients delivered on the average correct 




questions regarding health behavior change, and 85% of the time for questions about 
attitude. Hence, authors noted that patients with heart failure who received education 
(i.e., the intervention group) using the teach-back method had a statistically significant 
12% lower readmission rate compared to patients who did not receive the teach-back 
method. Clearly, Peter et al. (2015) provided evidence to support the notion that 
educating patients and family members can positively impact hospital readmissions. 
Kommuri et al. (2012) also found that educating patients with heart failure 
reduced the readmission rate in a randomized control trial. One-hundred and thirteen 
patients received a 1-hour face-to-face, nurse-led teaching session focused on increasing 
the patient’s knowledge about the disease and disease self-management. The patients 
completed a heart failure knowledge questionnaire prior the educational intervention and 
3-months after. Researchers found that patients in the intervention group had appropriate 
self-care behaviors, reduced readmissions, and demonstrated significantly higher scores 
on the heart failure knowledge questionnaire after the intervention and 3-months 
following the intervention compared to the control group undergoing the standard 
discharge procedure. In contrast, patients who experienced an unexpected return to the 
hospital had significantly lower knowledge scores (Kommuri, 2012). This study provides 
supportive evidence for the use of patient education as a tool to reduce hospital 
readmissions.  
Hart and Nutt (2020) also examined the effectiveness of patient education on 
reducing readmission rates among patients with heart failure. Patients received four 15-




Education emphasized nine domains of self-care, which consisted of identifying 
problematic symptoms, developing an action plan, activity, exercise, and dietary 
recommendations, medication use and adherence, daily monitoring of weight, minimizing 
risk, end-of-life planning (when appropriate), importance of follow-up appointments, and 
adhering to discharge instructions. The patients also received a booklet entitled Dealing 
with Heart Failure: A Guide to Living with Congestive Heart Failure. Additionally, 
training sessions included videos related to improving the quality of life after heart 
failure. Moreover, nursing staff used the teach-back method, in which patients were 
asked to restate what they learned in their own words. This approach helped the nurse-
educators to identify areas of misunderstanding and to provide further instruction to help 
the patient increase their knowledge. Furthermore, trained nursing staff completed a 30-
day scripted telephone call to reinforce inpatient education and to again assess the 
patient’s understanding of discharge instructions. The results of this study proved 
effective. Investigators found that 60 minutes of standardized inpatient education resulted 
in a 25% reduction in 30-day hospital readmissions. Clearly, Hart and Nutt provided 
supporting evidence that educating patients effectively reduced readmissions.  
Researchers at Boston University Medical Center developed a tool designed to 
reduce hospital readmission rates called Project RED (Re-Engineered Discharge). This 
intervention consists of 11 components addressing in-hospital patient education in 
preparation for discharge, comprehensive discharge planning, and post-discharge patient 
follow-up (Markley et al., 2013). Valley Baptist Medical Center-Brownsville in Texas 




hospital readmissions, representing a statistically significant relative improvement of 
36% (Markley et al., 2013). Markley and colleagues stated, “Patients’ understanding, 
engagement, and self-management skills are critical elements in reducing readmissions” 
(2013, p. 61).  
After critical appraisal of the available research studies, it is fair to conclude that 
there is significant evidence to support the notion that patient and caregiver education has 
a positive effect on hospital readmission rates. However, more research is needed to 
establish this relationship, particularly for the population of patients who receive a total 
hip or total knee arthroplasty. The proposed project will add to this body of evidence by 
incorporating strategies found in the literature such as providing patients and caregivers 
with knowledge about conditions specifically related to TJA post-surgery, increasing 
patient/caregiver self-management skills, and addressing the patient’s attitude regarding 
health behavior. The proposed project will use empirically supported strategies to assist 
in the reduction of unplanned hospital readmissions post total hip and total knee 
arthroplasty. 
Summary of Evidence to Support Explanatory Model 
Research questions were designed to determine what methods were used to 
change the knowledge and/or skills, attitudes, and behavior among (a) hospital 
administrators, (b) occupational therapists and occupational therapist assistants, and (c) 
patients and caregivers to reduce the problem of 30-day hospital readmissions among 
individuals with a TJA. These three groups are the target of the planned multi-component 




addressing the explanatory model was completed. The literature review indicated that 
there are varying degrees of evidence to support components of the explanatory model.  
For instance, after critical appraisal of the literature addressing the risk factors 
associated with total joint arthroplasties, which included one systematic review and meta-
analysis, it is fair to conclude that there is sufficient evidence to support surgical site 
infections, blood clots, joint dislocations, and periprosthetic fractures are specific risk 
factors that lead to unplanned 30-day hospital readmissions post-surgery among patients 
with a total hip or total knee arthroplasty. Additionally, a literature review was completed 
to examined current OT clinical guidelines and protocols used to reduce the common risk 
factors and hospital readmissions among patients with a recent total hip and total knee 
arthroplasty. This review included a systematic review, three evidence reviews and one 
large retrospective cohort study. After critical review of the evidence, the project director 
found that general practice guidelines applied to occupational therapy interventions to 
reduce risk factors associated with patients following a total joint arthroplasty. Also, 
guidelines used for other medical conditions (i.e., heart failure, chronic conditions) and 
related allied health fields provided relevant evidence to support this project. Likewise, 
there was literature, including two systematic reviews, that suggested that educating 
hospital administrators and healthcare professionals can directly influence readmission 
rates. Similarly, there was significant evidence to support educational intervention for OT 
staff to increase their knowledge and skills. One systematic review and meta-analysis, 
four systematic reviews, and one prospective longitudinal study were found in the 





Furthermore, there is evidence including one systematic review and one 
randomized control trial to support the idea that patient and caregiver education have a 
positive effect on hospital readmission rates. This literature supports Component 1 of the 
project. However, more research is needed to establish this relationship, particularly for 
the population of patients who receive a total hip or total knee arthroplasty. It is safe to 
conclude from the available research that more study is needed to determine how much 
educational opportunities for hospital administrators, occupational therapists, patients, 
and caregivers influence clinical practice, patient outcomes, and hospital readmission 
rates. Clearly, each component of the causal model was supported with empirically 
grounded research that addressed the reduction of unplanned hospital readmissions post 
total hip and total knee arthroplasty. 
Overall, the evidence found in the literature review supports the efforts to address 
knowledge and/or skills, attitudes, and behavior among (a) hospital administrators, (b) 
occupational therapists and occupational therapist assistants, and (c) patients and 
caregivers to reduce the problem of 30-day hospital readmissions among individuals with 
a TJA. Also important, research suggests that surgical site infections, blood clots, joint 
dislocations, and periprosthetic fractures are specific risk factors that lead to a patient’s 
decreased functional status placing the patient at risk of a 30-day hospital readmission. A 
major strength of the literature review points to the availability of at least one systematic 
review to support each component of the explanatory model. Additionally, evidence was 




contrast, limited research designed to address each question hindered the provision of 
specific related strategies to reduce readmissions. Nonetheless, the proposed explanatory 
model stands until further research or publications disproves current proposed factors or 
causal pathways. 
Conclusion  
This chapter explained how the medical model, the HBM, and the experiential 
learning theory will serve as theoretical frameworks to guide this multi-level intervention 
doctoral project. Also, an explanatory visual model was presented to identify the 
contributing factors that lead to the defined problem: 30-day hospital readmissions. In 
addition, exploratory questions were developed to address each component of the causal 
pathway and a literature review was conducted. Moreover, current strategies found in the 
literature were compared to and used to support the methods proposed in this doctoral 
project. Lastly, details of the evidence to support each component of the explanatory 




CHAPTER THREE – Description of Proposed Program 
 
There is an enormous rise in total hip and total knee arthroplasties in the United 
States (Kurtz et al., 2017a; Greiwe et al., 2019; Schaeffer et al., 2015). At the same time, 
researchers have documented the increase in healthcare costs associated with unplanned 
hospital readmissions among patients with these total joint arthroplasties (TJA) and the 
burden that these expenses place on healthcare service industries and private payers (Ahn 
et al., 2019; Ali & Bottle, 2019; Avram et al., 2014; Greiwe et al., 2019; Jordan et al., 
2012; Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; Rogers et al., 2019; 
Schaeffer et al., 2015; Schwarzkopf et al., 2019). Despite the high healthcare costs, total 
hip and total knee arthroplasties have proven to be an effective means to return patients to 
their social routines, to increase quality of life, and to improve functioning across various 
domains, including occupational functioning (Ramkumar et al., 2015; Schaeffer et al., 
2015; Schairer et al., 2014a; Schairer et al., 2014b). Return to meaningful occupational 
and life functioning helps to offset the healthcare costs associated with providing these 
increasing numbers of TJA. 
However, social routines, quality of life, and occupational functioning are often 
interrupted because of a patient’s unplanned hospital readmission after receiving a total 
hip or total knee arthroplasty. Investigators have identified the major causes for costly 
unexpected hospital readmissions among patients with a TJA; they include surgical site 
infections, blood clots, joint dislocations, and periprosthetic fractures (Avram et al., 2014; 
Jordan et al., 2012; Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; 




the occupational therapy profession directed towards reducing hospital readmissions 
among patients with a total hip or total knee arthroplasty, thus suggesting an area that is 
well-positioned for intervention development and testing.  
This chapter focuses on the description of the proposed program called TIRR-PS 
(Training Intervention to Reduce Readmissions—Post Surgery). The project director will 
describe the key features of this program. Additionally, she will present conclusions from 
the evidence (Chapter 2) about what program features/approaches are likely to be 
effective and for whom. In addition, the project director will describe how the program 
design relies on current literature and relevant policy in order to ensure its feasibility, 
relevance, and scientific soundness. She will also clearly define program 
desired/expected outcomes. Moreover, potential barriers and challenges to the 
implementation of the proposed program will be discussed. Lessons for the proposed 
program are provided in this chapter and its appendices. 
Target Populations 
This project will aim to reduce unplanned readmissions among adult patients in an 
acute care hospital setting after a total hip or total knee arthroplasty. One target 
population will include healthcare administrators and healthcare professionals (i.e., 
orthopaedic doctors, nurses, physical therapists, etc.). The project director will personally 
meet with the chief executive officer (CEO) of a local acute care hospital in which TJA 
are common and convince her that TIRR-PS is an important and necessary program. In 
turn, the CEO will require participation by her key hospital administrators and will solicit 




departmental or administrative meetings. Inclusion criteria for the hospital administrators 
are that they are employed by the hospital and that they are in a department that is 
associated with healthcare delivery. There are no exclusion criteria. Secondly, OTs and 
OTAs will be recruited through the CEO by contacting department managers to 
encourage staff participation. Inclusion criteria for OTs and OTAs are that they are 
employed by the hospital and delivering occupational therapy services. There are no 
exclusion criteria.  
Thirdly, patients will be recruited through referral from orthopaedic physicians 
working within the selected hospital. Clerical staff within the orthopaedic surgery 
department will obtain a roster of patients for whom a total hip or total knee arthroplasty 
is being planned or was recently performed. Clerical staff will orient the patients about 
the program and screen prospective patients using electronic means and telephone 
contacts. Informational flyers will be distributed through the physicians’ offices to 
facilitate referrals and patient interest. Patients will be guided through an informed 
consent process and required to sign a written consent form prior to participating in the 
TIRR-PS program. Inclusion criteria are as follows: adult 18 years or older, has a primary 
diagnosis of a signal total hip arthroplasty or a signal total knee arthroplasty, alert and 
orient x 3 (person, place, and time), and able to understand verbal and written instruction.  
Brief Program Description 
This occupational therapy doctoral project entitled Teaching Intervention to 
Reduce Readmissions-Post Surgery (TIRR-PS) will implement a multi-level, multi-




unplanned 30-day hospital readmissions and their associated healthcare costs. This in-
person pilot program will take place over one year and will incorporate: (a) an 
educational session to inform healthcare administrators and healthcare professionals 
about the scope of the problem, most common risk factors for readmissions, the costs of 
readmissions, and how to better serve patients with a recent TJA to decrease the common 
risk factors leading to readmissions; (b) an educational and skill-building session for OTs 
and OTAs that is designed to effect knowledge, attitudes, and skills related to preventing 
readmissions after a total hip and total knee arthroplasty; and finally, (c) two educational 
sessions and one hands-on training session that is designed to affect knowledge, attitudes, 
and skills of patients who have undergone or who are preparing to undergo a total hip or 
total knee arthroplasty and their caregivers. This component will serve as a holistic 
approach to effectively educate patients and their caregivers about the associated risks of 
a TJA post-surgery and to teach new skills to facilitate the patient’s independence in 
activities of daily living, use of post-surgery precautions, assistive devices, and durable 
medical equipment. In addition, this component is designed to affect the attitudes of 
patients and caregivers in terms of their understanding of the patient’s susceptibility to 
risk factors post-surgery, their understanding of the severity of risk factors, and finally, to 
build their sense of self-efficacy about managing care post discharge to avoid a 
readmission. Educational and intervention components will be grounded in the medical 
model, the health belief model (HBM), and experiential learning theory. This program 
will be conducted by a licensed OT. The OT (the project director) will educate and train 





Role of All Personnel 
Occupational Therapist Hospital Acute Care 
Administration Staff 
Clerical Staff 
v Serve as project director 
v Provide research to 
support program content  
v Provide conceptual 
frameworks and theories to 
support program content  
v Present proposed TIRR-PS 
program to healthcare 
administrators, healthcare 
professionals, patients with 
a recent total hip or total 
knee arthroplasty, and their 
caregivers at a local 
hospital  
v Create brochures, 
handouts, consent forms, 
flyers, surveys, and other 
printed material for 
recruitment and education 
within TIRR-PS 
v Direct, help, and oversee 
clerical staff regarding 
recruitment, pre/post 
surveys, and follow-up 
efforts 
v Analyze data from pre/post 
surveys and hospital 
database 
v Assist hospital to secure 
funding to support 
program activities, 
materials, and personnel 
(i.e., government grants, 
private sponsors/donors, 
fundraisers) 
v Implement and guide the 
program to meet the needs 
of the participants  
v Monitor and oversee OTA 
and clerical staff 
v Confirm patient 
precautions with nurse 
v Support and promote the 
TIRR-PS program 
v Help to secure funding to 
support program activities, 
materials and personnel (i.e. 
from government grants, 
private sponsors/donors, 
fundraisers) 
v Provide project director 
access to the hospital 
database to examine the 
effect of TIRR-PS on patient 
readmissions 
v Provide conference room, 
tables, and chairs to host 
program  
v Provide large therapy room 
v Provide computer and 
projection equipment 
v Provide durable medical 
equipment and assistive 
devices for training 
 
v Email and call targeted 
healthcare administrators and 
healthcare professionals to 
recruit individuals into 
program  
v Retrieve patient information 
from orthopaedic surgeon 
department regarding 
patients who are scheduled 
to undergo or have recently 
undergone a total hip or total 
knee arthroplasty and contact 
patients 
v Schedule healthcare 
administrators, healthcare 
professionals, patients, and 
their caregivers to attend 
program 
v Send out invites and 
reminder notices to program 
staff via email, text, mail 
v Keep record of OT staff who 
completed program and 
assist with follow-up efforts 
v Keep record of number of 
staff who completed program  
v Create a spread sheet 
documenting all staff, patient 
and caregiver participation 
for each session and provide 
information to project 
director 
v Assist with copying and 
distribution of brochures, 
handouts, flyers, surveys, 
and other printed material for 
program 
v Administer pre/post surveys, 
enter data into spreadsheet 
for later analysis 





and/or doctor before 
patient group participation 
v Purchase TIRR-PS 
preparation materials (i.e., 
business cards, banner, name 
tags, folders) 
 
Orthopaedic Physicians and Staff 
v Refer patients to TIRR-PS 
v Provide clerical staff with contact information of patients who are scheduled to 
undergo or have recently undergone a total hip or total knee arthroplasty  
v    Allow program clerical staff to post 1–2 informational flyers in office  
 
Occupational Therapist Assistant 
v Assist patients and caregivers to and from therapy room 
v Order total hip kits and knee wedges for program 
v Provide a total hip kit or knee wedge to each patient and instruct patients on their 
use 
v Record attendance of patients/caregivers for each TIRR-PS session and provide 
information to clerical staff  
v Record number of total hip kits and knee wedges that are distributed in each session 
and provide information to clerical staff 
v Assist project director with implementation of Component 3, Session 3: Self-
efficacy 







Program Content and Delivery 
Training Intervention to Reduce Readmissions--Post Surgery (TIRR-PS) 









Welcome: Project director introduces herself  
 
Hospital administrators and healthcare 
professionals introduce themselves to the 
group 
 
Project director briefly informs group of the 
program topic and a general overview of the 
program   
 
Request all participants to complete a pre 
survey to assess their knowledge of risk 




Education on the scope of the problem as 
well as the personal, societal, and financial 
burden of unplanned hospital readmissions 
after a TJA  
 
Epidemiological information about the most 
common risk factors for patients with a TJA 
and readmissions 
 
Education about how to better serve patients 
with recent a TJA to decrease common risk 
factors, increase compliance with discharge 
treatment plans, and strategies to reduce 
unplanned 30-day hospital readmissions 
Avram et al., 2014; Curtis et al., 
2019; Iorio, R. & Feroz, 2017; 
Jordan et al., 2012; Kurtz et al., 
2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Ricciardi et 
al., 2016; Roger et al., 2019; 
Schaeffer et al., 2014; Schairer, 
2013a; Schairer, 2013b; 
Schwarzkopf et al., 2019; Sutton III 
et al. 2016 & Tayne et al., 2014  




Chauhan et al., 2017; Chelagat et 
al., 2020; Guo et al., 2016; Johnson 
et al., 2015; Jones et al., 2015; 
Kumar & Bhandarker, 2020; Novak 
& McIntyre, 2010; McCoy et al, 
2014; Rigolosi, E.L.M., 
2012;Young et al., 2014 
-Hospital administrator 
and healthcare professional 
educational strategies  
 
Medical Model  
- Knowledge of anatomical 
make-up and typical 
physiological functioning 
- Eliminating disease and 
trauma that interrupt a 
patient’s activities of 
daily living 
- Homeostasis 
- Medical complications 
 
Experiential Learning Theory  
- Concrete experience   
- Reflective observation  
- Abstract 
conceptualization 




Methods Used:  
Present a PowerPoint presentation  
 
Present a clinical case study and facilitate an 
open discussion about the patient’s burdens 
associated with readmission, risk factors 
post-surgery, and ways to decrease 
complications  
 
Group discussion exploring the participants’ 
reflection on how they currently approach 
providing services to patients with a TJA 
and what they would like to change (if 
anything) 
 
Dissemination of educational materials (i.e., 
fact sheet, OT brochure) 
 
Request all participants to complete a post 
survey to assess their knowledge of risk 








Welcome: Project director introduces herself. 
 
OTs and OTAs introduce themselves to each 
other. 
 
Project director briefly informs group of the 
program topic and a general overview of the 
program. 
 
Request all participants to complete a pre-
survey to assess their knowledge of risk 




Avram et al., 2014; Curtis et al., 
2019; Iorio, R. & Feroz, 2017; 
Jordan et al., 2012; Kurtz et al., 
2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Ricciardi et 
al., 2016; Roger et al., 2019; 
Schaeffer et al., 2014; Schairer, 
2013a; Schairer, 2013b; 
Schwarzkopf et al., 2019; Sutton III 
et al. 2016 & Tayne et al., 2014  
- Epidemiological articles 
 
 
Chauhan et al., 2017; Chelagat et 
al., 2020; Guo et al., 2016; Johnson 
Medical Model  
- Knowledge of anatomical 
make-up and typical 
physiological functioning 
- Eliminating disease and 
trauma that interrupt a 
patient’s activities of 
daily living 
- Homeostasis 
- Medical complications 
 
Experiential Learning Theory 
- Concrete experience   






Information for OTs and OTAs about the 
scope of the problem related to readmissions 
after a TJA (i.e., increased healthcare costs, 
common risk factors, functional decline). 
 
Information for OTs and OTAs about the 
increased susceptibility and seriousness of 
the problem among patients with recent TJA 
  
Information about how this problem of 
unplanned readmissions post a TJA are 
situated in the OT domain of practice 
 
Information for OTs and OTAs about 
effective strategies and clinical guidelines 
they may use to address potential risk factors 
associated with a TJA. Best practice OT 
guidelines may include teaching patients 
about functional mobility, self-care 
management; precautions, etc. and relating 
that information directly to specific risk 
factors  
 
Information about how to reinforce post-
discharge instructions provided by other 
healthcare providers to address risk factors 
such as surgical site infections 
 
Information about how to effectively 
implement the teach-back method and 
incorporate experiential learning theory into 
intervention with patients 
 
and May 2015; Jones et al., 2015; 
Kumar & Bhandarker, 2020; Novak 
& McIntyre, 2010; McCoy et al., 
2014; Rigolosi, E.L.M., 2012, 
Young et al., 2014 
-Healthcare professional 
educational strategies  
 
Laugaland et al., 2012; Pritchard et 
al.,2019; Roberts and Robinson, 
2014; Roberts et al., 2020; Rogers, 
et al., 2017; Royal College of 
Occupational Therapist, 2017 
-Clinical guidelines and accepted 
protocols for OT practice 
 
Guraya, et al., 2018; Hecht et al., 
2016; Johnson and May, 2015; 
Jones et al., 2015; Meyers & Lotz 
2017; Novak & McIntyre, 2010; 
Young et al., 2014 
-Strategies used to teach new skills 
to OT staff 
 
Dinh et al., 2016; Hart et al., 2020; 
Peter et al., 2015 
-Teach-Back method 
 
Hecht et al., 2016; Meyers & Lotz 
2017; Young et al., 2014) 
-Effectiveness of formulating 
appropriate clinical questions  
 
Guraya & Barr, 2018; Myers and 




- Active experimentation 
 
Health Belief Model (HBM) 
- Perceived susceptibility 
- Perceived severity 
- Perceived benefits 
- Perceived barriers 





Verbal, visual, and physical instruction about 





Present a PowerPoint presentation 
 
Large group discussion on how to implement 
the four stages of Kolb’s experiential 
learning theory into OT practice for teaching 
specific skills (i.e., self-care training, 
functional mobility, and education on total 
hip precautions, etc.) to patients with a TJA 
and for evaluating the patient functional 
outcomes 
 
OTs and OTAs identify various activities 
associated with each stage of the experiential 
learning theory as it relates to treating a 
patient with a TJA utilizing a small group 
discussion (2–4 persons), demonstration, and 
role play 
 
OTs and OTAs team-up in pairs and role-
play in front of the class a clinical 
intervention case scenario involving a patient 
with a TJA where they will apply all four 
stages of the experiential learning theory at a 
novice level 
 
Project director provides OTs and OTAs 
with immediate constructive verbal feedback  
 
Dissemination of educational materials (i.e., 
fact sheet, OT brochure, experiential 
learning theory brochure) 







Request all participants to complete a post 
survey to assess their knowledge of risk 
factors for patients with a TJA and best 
practice strategies  
 
Encourage all participants to continue to 
implement strategies learned in their OT 
practice.  
 
Project director will complete a 30-day 
follow-up observation with OTs/OTAs and 
provide constructive feedback to ensure that 
best practice strategies are being 






patients with a 














Welcome: Project director introduces herself  
 
Patients and caregivers introduce themselves 
to the group 
 
Project director briefly informs group of the 
program topic and a general overview of the 
program   
 
Request all participants to complete a pre 
survey to assess their knowledge of risk 
factors for patients with a TJA and their 





Patient/caregiver education on specific 
conditions related to TJA post-surgery and 
the associated decreased self-management 
skills 
Avram et al., 2014; Curtis et al., 
2019; Iorio, R. & Feroz, 2017; 
Jordan et al., 2012; Kurtz et al., 
2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Ricciardi et 
al., 2016; Roger et al., 2019; 
Schaeffer et al., 2014; Schairer, 
2013a; Schairer, 2013b; 
Schwarzkopf et al., 2019; Sutton III 
et al. 2016 & Tayne et al., 2014  
- Epidemiological articles 
 
Dinh et al., 2016; Hart et al., 2020; 
Kommuri et al., 2012; Markley et 
al., 2013; Peter et al., 2015 
-Patient/caregiver education on 
specific conditions and self-care 
management to reduce patient 
hospital readmissions  
 
 
Medical Model  
- Knowledge of anatomical 
make-up and typical 
physiological functioning 
- Eliminating disease and 
trauma that interrupt a 
patient’s activities of daily 
living 
- Homeostasis 
- Medical complications 
 
Experiential Learning Theory 
- Concrete experience   
- Reflective observation  
- Abstract 
conceptualization 
- Active experimentation 
 
Health Belief Model (HBM) 




Epidemiological information about the most 
common risk factors surrounding patients 




Present a PowerPoint presentation  
 
Facilitate a large group discussion about 
patients’ beliefs about their risk of having a 
medical complication (i.e., surgical site 
infections, blood clots, joint dislocations and 
periprosthetic fractures) leading to functional 
decline and possibly resulting in a 30-day 
unplanned hospital readmission 
 
Present a clinical case study and facilitate a 
large group discussion about possible risk 
factors, severity of risk factors and ways the 
patient/caregiver may reduce risk factors 
 
Request each patient and/or caregiver to 
restate information that they learned in the 
session; provide constructive feedback 
 
Dissemination of educational materials (i.e., 
fact sheet, OT brochure, PowerPoint Slides) 
 
Request all participants to complete a post 
survey to assess their knowledge of risk 
factors for patients with a TJA and their 
perceived susceptibility/severity  
Dinh et al., 2016; Hart et al., 2020; 
Peter et al., 2015 
-Teach-Back method 
 
Hart et al., 2020; Kommuri et al., 
2012 




- Perceived severity 
 




Welcome: Project director  
 
Project director briefly informs group of the 
program topic and a general overview of the 
program   
Avram et al., 2014; Curtis et al., 
2019; Iorio, R. & Feroz, 2017; 
Jordan et al., 2012; Kurtz et al., 
2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Ricciardi et 
Medical Model  
- Knowledge of anatomical 










Request all participants to complete a pre 
survey to assess their knowledge and 




A brief summary of risk factors for patients 
with a recent TJA which make them 
susceptible to medical complications that 
lead to functional decline, possibly resulting 
in an unplanned 30-day hospital readmission 
 
Patient and caregiver education on how 
implementation of preventive strategies, 
compliance with post discharge instructions 
addressing risk factors, use of durable 
medical equipment and assistive devices will 
outweigh the cost of medical complications, 
functional decline and an unplanned 30-day 
hospital readmission   
 
Discuss strategies patient and caregiver may 
use to minimize perceived barriers such as 
the cost of material and perceived inability to 
use medical equipment appropriately  
 
Patient/caregiver education on the purposeful 
use of each assistive device in a total hip kit, 
use of foam knee wedge, leg abductor 
wedge, front wheel walker, bed side 
commode, and shower chair to complete 
self-care tasks 
 
Patient and caregiver education on the 
importance of implementing strategies to 
prompt compliance with discharge 
al., 2016; Roger et al., 2019; 
Schaeffer et al., 2014; Schairer, 
2013a; Schairer, 2013b; 
Schwarzkopf et al., 2019; Sutton III 
et al. 2016 & Tayne et al., 2014  
- Epidemiological articles 
 
Dinh et al., 2016; Hart et al., 2020; 
Kommuri et al., 2012; Markley et 
al., 2013; Peter et al., 2015 
-Patient/caregiver education on 
specific conditions and self-care 
management to reduce patient 
hospital readmissions  
 
Dinh et al., 2016; Hart et al., 2020; 
Peter et al., 2015 
-Teach-Back method 
 
Hart et al., 2020; Kommuri et al., 
2012 
-One time, 1-hour educational 
intervention 
 
- Eliminating disease and 
trauma that interrupt a 
patient’s activities of daily 
living 
- Homeostasis 
- Medical complications 
 
Experiential Learning Theory 
- Concrete experience   
- Reflective observation  
- Abstract 
conceptualization 
- Active experimentation 
 
 
Health Belief Model (HBM) 
- Perceived benefits 
- Perceived barriers 





recommendations in their home environment 
to reduce risk of hospital readmission  
 
Caregiver education about how to provide 
verbal, visual and physical reminders of 





Present a PowerPoint presentation  
 
Verbal, visual, and/or physical 
demonstration 
 
Dissemination of educational materials: A 
handout illustrating total hip precautions or 
total knee precautions to post in visible areas 
around the patient’s house to promote 
compliance with TJA post-surgery 
precautions and a fact sheet 
 
Present a clinical case study about a patient 
with a TJA and facilitate a large group 
discussion requesting each patient and/or 
caregiver to restate key points regarding 
perceived benefits, perceived barriers and 
cues that will lead to reduced risk of medical 
complications and a hospital readmission 
 
The project director will provide verbal and 
visual constructive feedback during large 
group discussion 
 
Request all participants to complete a post 
survey to assess their knowledge and 









Welcome: Project director  
 
The project director briefly informs group of 
the program topic and a general overview of 
the program   
 
Request all participants to complete a pre 
survey to assess their knowledge and self-
efficacy for managing their medical 




Patient/caregiver education on specific 
conditions related to TJA post-surgery and 
the associated decreased self-management 
skills 
 
A brief summary of how a patient’s recovery 





Present a PowerPoint presentation  
 
Patients/caregivers will restate the common 
risk factors associated with TJA that lead to 
30-day hospital readmissions as part of a 
large group discussion 
 
The project director will provide strategies to 
reduce the risk of surgical site infections, 
blood clots, joint dislocations and 
periprosthetic fractures using the following 
techniques: 
Avram et al., 2014; Curtis et al., 
2019; Iorio, R. & Feroz, 2017; 
Jordan et al., 2012; Kurtz et al., 
2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Ricciardi et 
al., 2016; Roger et al., 2019; 
Schaeffer et al., 2014; Schairer, 
2013a, Schairer, 2013b; 
Schwarzkopf et al., 2019; Sutton III 
et al. 2016 & Tayne et al., 2014  
- Epidemiological articles 
 
Dinh et al., 2016; Hart et al., 2020; 
Kommuri et al., 2012; Markley et 
al., 2013; Peter et al., 2015 
-Patient/caregiver education on 
specific conditions and self-care 
management to reduce patient 
hospital readmissions  
 
Dinh et al., 2016; Hart et al., 2020; 
Peter et al., 2015 
-Teach-Back method 
 
Hart et al., 2020; Kommuri et al., 
2012 
-One time, 1-hour educational 
intervention 
 
Guraya and Barr, 2018; Myers and 
Lotz, 2017; Novak and McIntyre, 
2010  




Medical Model  
- Knowledge of anatomical 
make-up and typical 
physiological functioning 
- Eliminating disease and 
trauma that interrupt a 
patient’s activities of daily 
living 
- Homeostasis 
- Medical complications 
 
Experiential Learning Theory  
- Concrete experience   
- Reflective observation  
- Abstract 
conceptualization 
- Active experimentation 
 





• Review the proper use of assistive devices 
and medical equipment  
• Demonstration of desired body 
positioning during functional mobility for 
self-care management (i.e., lower body 
dressing, functional transfer to/from bed-
side commode) 
• Request that the caregivers assist patients 
with completing lower body dressing 
tasks and functional transfers in a 
simulated situation using assistive devices 
and medical equipment appropriate for 
their medical condition 
• Provide patient/caregiver with verbal 
reinforcement and feedback during 
simulation activities 
• Facilitate a large group discussion 
requesting that patients/caregivers reflect 
on their simulated experience and discuss 
how the use of assistive devices, medical 
equipment and proper positioning during 
self-care tasks can impact the recovery 
period 
• Ask patient/caregiver if they have 
different situations at home that may 
warrant other ways of using assistive 
devices, medical equipment, and proper 
positioning during self-care management 
• Brainstorm various ways to address 
different situations a patient may have at 
home in a large group discussion  
• Facilitate participants’ testing of new 
ideas and ways to problem solve with 




Request that all participants complete a post 
survey to assess their knowledge and self-
efficacy for managing their medical 





Summary of Supportive Evidence 
• There is sufficient evidence to support surgical site infections, blood clots, joint 
dislocations, and periprosthetic fractures as specific risk factors that lead to 
unplanned 30-day hospital readmissions post-surgery among patients with a total 
hip or total knee arthroplasty (Avram et al., 2014; Curtis et al., 2019; Iorio, R. & 
Feroz, 2017; Jordan et al., 2012; Kurtz et al., 2017a; Kurtz et al., 2017b; 
Ramkumar et al., 2015; Ricciardi et al., 2017; Roger et al., 2019; Schaeffer et al., 
2015; Schairer, 2014a; Schairer, 2014b; Schwarzkopf et al., 2019; Sutton III et al., 
2016; Tayne et al., 2014). 
• Evidence supports patient education such as self-care training, functional mobility 
training, and/or education on hip precautions, etc. as effective components of a 
clinical protocol (Laugaland et al., 2012; Pritchard et al., 2019; Roberts & 
Robinson, 2014; Roberts et al., 2020; Rogers et al., 2017, Royal College of 
Occupational Therapist, 2017) in OT practice that can reduce readmission rates. 
• Rogers et al. (2017) noted that addressing existing disabilities with assistive 
devices to facilitate the patient’s safety in completing activities of daily living 
proved effective in reducing readmissions. 
• Research supports interactive and multifaceted educational programs, including 
both didactic and experiential activities such as educational materials, educational 
meetings, and shared best practices for healthcare professionals to improve their 
knowledge and skills, to improve patient outcomes and to reduce patient adverse 




al., 2014; Young et al., 2014). 
•  Guo et al. (2016) also found that training workshops for healthcare administrators 
increased knowledge and skills which lead to reduce readmission rates.  
• Investigators found that a teaching methodology consisting of case studies, 
experiential learning, and group work had significant effects on healthcare 
outcomes (Chelegat et al. 2020).  
• Researchers found pre-test and post-tests useful to report findings (Guraya & 
Barr, 2018; Myers & Lotz, 2017; Novak & McIntyre, 2010). 
• Significant improvements were found in healthcare professionals’ knowledge and 
skills after providing a 1-day training workshop which included teaching 
strategies such as clinical examples, role modeling, small group discussion, and a 
shared action plan (Novak & McIntyre, 2010).  
• Teaching OTs to formulate appropriate clinical questions relevant to their practice 
has been shown to impact knowledge, skills, and attitudes (Hecht et al., 2016; 
Meyers & Lotz 2017; Young et al., 2014). 
• The teach-back method as an instructional technique to require patients to restate 
what they learned in their own words helped to increase their knowledge and skill, 
which leads to reduced hospital readmission rates (Dinh et al., 2016; Hart et al., 
2020; Peter et al., 2015). 
• Peter and colleagues (2015) found that increasing a patient’s knowledge does not 




should be the target of change as well to increase the likelihood of altering 
behavior. 
• Research consistently demonstrates that efforts to increase patient and caregiver’s 
knowledge and understanding about specific conditions and self-care management 
skills can lead to reduced readmission rates (Dinh et al., 2016; Hart et al., 2020; 
Kommuri et al., 2012; Markley et al., 2013; Peter et al., 2015). 
• Literature supports the concept of conducting a one time, 1-hour educational 
intervention session with patients to reduce readmissions (Hart et al., 2020; 
Kommuri et al., 2012).  
Desired and Expected Outcomes from Intervention 
Short-Term Outcomes 
• Healthcare administrators and healthcare professionals will demonstrate increased 
knowledge of the common risk factors that contribute to 30-day hospital 
readmissions among patients with a total hip or total knee arthroplasty and how 
these risk factors influence healthcare costs. Measured by a pre/post survey. 
• OTs and OTAs will demonstrate increased knowledge and skills to effectively 
implement best practice strategies aimed at reducing common risk factors that 
contribute to 30-day hospital readmissions among patients with a total hip or total 
knee arthroplasty. Measured by a pre/post survey and a follow-up 30-day 
observation session with OTs/OTAs to ensure that best practice strategies are 





• Patients will demonstrate increased knowledge of their susceptibility to and the 
severity of common risk factors that contribute to 30-day unplanned hospital 
readmissions following a total hip or total knee arthroplasty. Measured by a 
pre/post survey.  
• Patients will demonstrate increased knowledge, skill, and confidence to 
effectively reduce common risk factors during self-care tasks and functional 
transfers. Measured by a pre/post survey and an observation session. 
Intermediate Outcomes 
• Continued support from hospital administrators for the implementation of the 
TIRR-PS program. Measured by hospital records of implementation and 
attendance at component sessions.  
• OTs/OTAs are routinely implementing best practice strategies learned in the 
TIRR-PS program. Measured by clinical observation by project director. 
• Patients and caregivers will demonstrate continued participation in the TIRR-PS 
program. Measured by hospital records of participation and attendance at the 
component sessions. 
Long-Term Outcomes 
• Decreased unplanned 30-day hospital readmissions among patients a TJA by 10% 
one-year post-implementation of the TIRR-PS program. Measured by calculating 





• Decreased healthcare costs associated with 30-day hospital readmissions. 
Calculated using per diem hospital cost multiplied by the number of reduced 30-
day readmissions.  
Barriers and Challenges to Implementation 
Clearly, there is sufficient evidence to support the strategies for the proposed 
project. However, there are possible barriers and challenges to the implementation of this 
program. One obvious barrier is time. Healthcare administrators and OTs are pressured to 
produce more billable time and to complete more administrative tasks daily. Hence, the 
project director may encounter resistance or receive complaints from staff about having 
“one more thing” to add to their busy workday. Also, patients may have a scheduled 
discharged from their inpatient stay in the hospital before completing the program. 
Secondly, participation may be limited because of social distancing and stay at home 
orders currently in place in California because of the coronavirus pandemic. Therefore, 
implementation of an in-person project may be delayed. Additionally, the hospital may 
have difficulty securing funding for the TIRR-PS program during an economic and health 
crisis caused by the coronavirus pandemic, which may further delay attempts to 
implement the project. Moreover, limited follow-through from healthcare administrators, 
OTs, patients, and caregivers may present a barrier. Healthcare staff are understandably 
focused on trying to reduce the number of coronavirus cases and deaths, which leads to 
reduced efforts directed towards other interventions that may seem less urgent. Also, 
patient and caregivers may focus on more immediate necessities during this coronavirus 




Furthermore, patients and caregivers may not have the social support at home to complete 
healthcare recommendations on a consistent basis. 
Examples of Educational Interventions used in the TIRR-PS Program 
The project director has provided an example of an educational intervention 
focused on teaching OTs and OTAs about the Kolb’s experiential learning theory and 
how to implement this theory into OT practice (see Appendix G). Additionally, the 
project director has provided the teaching plan for instructing patients with a TJA and 
their caregivers, Component 3, Session 1: Perceived Susceptibility & Perceived Severity 
(see Appendix E). Each educational intervention example is feasible, relevant, and 
scientifically sound based on the appraised research used for this project. 
Conclusion 
This chapter provided a description of the proposed TIRR-PS program, beginning 
with the rationale for the program, its components, and the theory underlying the 
intervention. The key features of the program design were described. Additionally, 
conclusions from the evidence about various program features/approaches that are likely 
to be effective among hospital administrators, hospital healthcare professionals, OTs and 
OTAs, patients with a TJA, and their caregivers were presented. Likewise, this chapter 
documented how the program design relies on current literature and relevant policy in 
order to ensure its feasibility, relevance, and scientific soundness. Also, desired/expected 
outcomes were clearly defined. Moreover, potential barriers and challenges for the 
implementation of the proposed program were discussed. Furthermore, lessons for the 




chapter provided a well thought out rationale for and detailed description of the proposed 




CHAPTER FOUR – Project Evaluation Plan 
 
A program evaluation is a systematic prospective or retrospective appraisal of 
program activities, processes, and outcomes to examine if desired practices are being 
implemented and desired objectives are being achieved to fulfill a social need (Patton, 
2008; Royse et al., 2014). In this chapter the project director will describe the 
methodologies used to evaluate effectiveness of the doctoral project entitled Teaching 
Intervention to Reduce Readmissions–Post Surgery (TIRR-PS).  
Program Scenario and Stakeholders 
The project director of the TIRR-PS program plans to implement a multi-level, 
multi-component pilot program at a local hospital that will take place over the course of 
one year and will aim to reduce unplanned 30-day hospital readmissions and their 
associated healthcare costs. Research suggests that there are enormous healthcare costs 
associated with unplanned hospital readmissions after a total joint arthroplasty (Ahn et 
al., 2019; Ali & Bottle, 2019; Avram et al., 2014; Greiwe et al., 2019; Jordan et al., 2012; 
Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; Rogers et al., 2019; 
Schaeffer et al., 2015; Schwarzkopf et al., 2019) that may be avoided with planned 
interventions. To address this problem, a proposed pilot program, TIRR-PS, has been 
developed to incorporate the following components: (a) a single 1-hour training session 
for hospital administrators and healthcare professionals to increase their awareness of 
how to better serve patients after a TJA to decrease common risk factors and unplanned 
30-day hospital readmissions; (b) a comprehensive, three-hour educational and skill 




to common risk factors experienced by patients following a TJA; and (c) two 1-hour 
educational sessions and a 1-hour hands-on training session that will focus on impacting 
the knowledge, attitudes and skills of patients who have undergone or scheduled to 
undergo a TJA and their caregivers. Educational and intervention components will be 
grounded in the medical model, health belief model, and the experiential learning theory. 
This project will provide an effective way to reduce unplanned 30-day hospital 
readmissions for patients undergoing a TJA and the healthcare costs associated with those 
readmissions. TIRR-PS will facilitate a patient’s ability to maintain functional and quality 
of life gains which is an important goal in occupational therapy.  
Program Stakeholders 
The support of stakeholders to successfully implement TIRR-PS is essential. 
Hence, the project director will collaborate with hospital administrators, orthopaedic 
doctors, OTs, OTAs, and patients who are scheduled to undergo or who have undergone 
a TJA and their caregivers, to gain input on how to effectively address common risk 
factors associated with a total hip and total knee arthroplasty. The project director plans 
to develop, refine, and then deliver the TIRR-PS program in a local acute care hospital 
setting based on the input received from the stakeholders. The project director will solicit 
the involvement of a CEO of an acute care hospital to conduct the TIRR-PS intervention 
and obtain her commitment and that of key hospital administrators. The project director 
will present a PowerPoint presentation briefly describing the problem, the impact the 
problem has on the hospital, and how effective intervention can produce better outcomes 




After receiving buy-in, hospital administrators will provide the resources needed 
to implement the program (i.e., funding, room, equipment, data, etc.). In addition, 
hospital administrators will encourage the staff to participate in the program.  Program 
delivery will occur in face-to-face didactic and practice training sessions that will be 
conducted in a fully equipped, acute care hospital conference or rehabilitation room. OT 
staff will actively participate in the program to increase their knowledge and skills about 
how to reduce major risk factors that lead to 30-day readmissions among patients 
following a TJA. Patients and their caregivers will actively participate in receiving 
educational instruction and intervention aimed at reducing the common risk factors that 
increase risk of 30-day hospital readmissions. Clearly, each stakeholder will have an 
active role to play in the TIRR-PS program. 
Intended users of the program evaluation research findings are the stakeholders. 
Stakeholders who are involved in healthcare cost reimbursement and hospital 
administration would be most interested in this information because the program could 
influence their reimbursement rates. Additionally, hospital administrators would be in a 
position to make decisions about the future of the program. For instance, hospital 
administrators, once informed by the program evaluation results, will determine whether 
the program significantly impacts their unplanned 30-day readmission rate and 
reimbursement rate. Likewise, hospital administrators may take note of the benefits 
patients are receiving as a result of participating in the program and may act to mandate 
the program for all patients receiving a TJA to reduce the personal, family, and societal 




OTs/OTAs will have an interest in knowing how the best practices that are a part of 
TIRR-PS program influence patient functional outcomes which will in turn impact the 
hospital readmission rates.  
Engagement of Stakeholders 
In order to maximize investment in this intervention and to ensure its perceived 
need, the project director will solicit input from the following stakeholders: 10 hospital 
administrators, 3 orthopaedic doctors, 7 OTs, 3 OTAs, and 10 patients with a recent TJA 
or scheduled for a TJA (5 patients representing a total hip arthroplasty and 5 patients 
representing a total knee arthroplasty), and their 10 caregivers. Inquiries will regard 
specific concerns they have about patients that have undergone a TJA, rehabilitation 
services, common risk factors, unplanned 30-day hospital readmissions and healthcare 
cost associated with a TJA. First, the project director will ask for informal, general input 
from these stakeholders in an educational meeting inquiring what knowledge and skills 
they believe are necessary for addressing the issue of unplanned readmissions after total 
hip or total knee surgery. The project director will engage in an open discussion about 
anything that the stakeholders would like to see achieved as a result of implementing the 
program to increase positive outcomes for patients with a recent TJA.   
Meetings will be conducted virtually (via Zoom) or in-person for the convenience 
of stakeholders who will be encouraged to openly discuss and provide input on the 
program development. Most importantly, the project director will collaborate with 
stakeholders to determine their needs and goals as they relate to the intervention. 




concerns of the stakeholders involved. Involving stakeholders in this way will likely 
increase their perceived need for the program, their investment in the program, and 
ultimately, the success of TIRR-PS. 
Program Logic Model 
The logic model for the author’s proposed program evaluation research shows 
expected program inputs and outputs, plus short-term, intermediate, and long-term 
outcomes. Short-term outcomes will be measured during initial program launch (see 
Appendix A). 
Preliminary Exploration and Confirmatory Process 
The project director will present evidence supporting the need to implement the 
program to increase quality care, to reduce unplanned 30-day hospital readmissions and 
healthcare cost relating to patients with a TJA. Additionally, the project director will 
present information from the logic model to show the basic flow of activities and 
outcomes that are the essential components of the program. Similarly, she will discuss 
how other hospitals have implemented similar programs to reduce unplanned 30-day 
hospital readmissions and healthcare costs. Moreover, various scenarios will be presented 
to show how the stakeholders would benefit financially from the TIRR-PS program. The 
project director will present information about the planned intervention, program 
evaluation plans, and the proposed budget at these meetings with the stakeholders as 
well. The purpose of providing stakeholders with the above information is to elicit their 
support for the program evaluation research design, implementation, analysis, and 




Program Evaluation Research Questions by Stakeholder Group 
 
Table 4.1 






Types of Program Evaluation Research Questions for the 







• Was the information presented relevant? 
• Was the information presented too easy or too complicated? 
• Was teaching delivered at an optimal pace and intensity for 
learning? 
• Was the program duration adequate, or should it be shorter or 
longer? 
• Were some aspects of the program more or less useful or 
effective? 
• Is there anything that should be changed to improve program 
content or delivery? 
Quantitative: 
• Did participants gain needed knowledge consistent with program 
goals? 
• Did OTs/OTAs/patients/caregivers gain needed skills consistent 
with program goals? 
• Did patients gain perceived confidence in their ability to manage 




• Does the content of the program align with their organization’s 
goals and mission? 
• Were any problems or issues reported regarding the delivery of 
the educational or intervention components? 
Quantitative: 
• Did unplanned 30-day hospital readmissions decrease 
significantly after implementation of the program? 
• Did the hospital save in healthcare costs after implementation of 
program? 











• Do therapists report an increased understanding of the distinctive 
role of occupational therapy in provision of services relevant to 
the program? 
• Will the program increase knowledge and skill among therapists 
to effectively reduce common risk factors leading to 
readmissions among patients with a TJA?  
Quantitative: 
• Will the program evaluation data demonstrate the importance of 
the role of OTs/OTAs in providing services relevant to the 
program? 
• In light of the burden and costs for healthcare associated with 
TJA, is the program justified based on study findings? 
• Will findings demonstrate that the program content matches the 
knowledge and skills needed to close the clinical gap the 
program is addressing? 
 
Research Design 
The research design used in this program evaluation will include both pre/post 
surveys of knowledge, skills, and attitudes, coupled with a quantitative, longitudinal 
analysis of hospital readmissions and associated healthcare costs. The program evaluation 
design will largely be summative in nature. In this project, the project director will strive 
to establish preliminary indicators that have a causal implication between program 
activities and outcomes using statistical analyses. Accordingly, the project director will 
plan or make corrections to support optimal outcomes.  
Methods 
A total of 20 hospital administrators and healthcare professionals will be recruited 
to participate in the first level of the intervention which is a one-time educational 
component. Secondly, a total of 7 OTs and 3 OTAs will be recruited. In addition, 10 




undergone a TJA, and their caregivers will be recruited to participate in the educational 
and intervention component of the program which will consist of 3 sessions per week.  
Inclusion criteria consists of the following: (a) healthcare administrators and 
healthcare professionals (administrators and orthopaedic doctors) must be employed by 
the hospital where the pilot program will take place, (b) OTs and OTAs must be working 
with patients with a TJA at the local hospital, (c) patients who have undergone a total hip 
or total knee arthroplasty within one week or less, (d) patients who are scheduled to 
undergo a total hip or total knee arthroplasty within 30 days, (e) patients and caregivers 
must be alert and oriented x 3 (person, place, time), (f) patients and caregivers must 
commit to the completion of the program, and (g) patients and caregivers must complete 
an informed consent form to participate in program.  
The project director plans to recruit healthcare professionals, OTs/OTAs by 
contacting the managerial staff and requesting staff to participate in the one-time 
meeting. As an incentive, they will receive a free catered lunch. Additionally, the project 
director will work with the hospital administration to request that orthopaedic surgeons 
refer patients to the program before or immediately after they receive joint arthroplasty 
surgery. Interested patients may choose whether or not they want to complete the 
program before or after their TJA.  
Summative or Outcome Research Variables and Measurement 
Dependent variables include 
• increased knowledge about the risk factors for readmissions and for serving 




• increased knowledge and skill among OTs/OTAs for implementing best practices 
to reduce common risk factors for patients with a TJA 
• increased awareness among patients and their caregivers of susceptibility to and 
severity of common risk factors and unplanned hospital readmissions  
• increased knowledge, skill, and confidence among patients and their caregivers to 
effectively reduce to common risk factors during self-care tasks and functional 
transfers  
• reduced unplanned 30-day hospital readmissions and reduced healthcare costs  
The project director will measure dependent variables by using quantitative data 
collection from pre/post surveys to examine the change among participants of all three 
components (see Appendices C, D, E). Also, the project director will complete a 30-day 
follow-up observation session with each OTs/OTAs to examine the therapists’ carryover 
of skills related to best practice strategies learned in Component 2 when treating patients 
with a TJA. Finally, the project director will compare unplanned 30-day hospital 
readmissions rates, hospital expenditures and reimbursement rates 3-months prior to the 
implementation of the TIRR-PS program to data 12-months following its implementation.  
Summative or Outcome Data Management and Analysis 
The project director will implement several methods to conduct data management 
tasks and subsequent analyses. The project director will maintain participants’ 
confidentiality by providing each participant an assigned code at registration, which will 
be used in replacement of the participant’s name on surveys and throughout data analysis. 




a code in a secure place. The project director will input survey data into a Microsoft 
Excel spreadsheet to facilitate comparisons of pre to post responses. The project director 
will use Likert-type response categories, dichotomous responses such as true/false, and 
multiple-choice items to facilitate quantitative analysis (Newcomer et al., 2015). Then 
she will analyze the data to examine frequencies and means to examine how the pilot 
program influences the dependent variables. She will convert quantitative data into pie 
charts and graphs for stakeholders to easily understand. 
To examine the primary outcome of a reduction in hospital readmissions after the 
full implementation of the TIRR-PS program, the project director will collect hospital 
readmission data with assistance from an information technology administrator. The 
process will be as follows. There will be a “look-back” period of 3 months before the 
start of the TIRR-PS program. Hospital readmissions within 30 days for all patients with a 
TJA will be recorded in a separate spreadsheet as a percentage of all TJA completed. For 
example, if the hospital conducted 125 TJA in Month 1, and 5 patients returned to the 
hospital within 30 days, then the percentage of readmissions would be 5/125 or 4%. The 
project director will record those data for months 1, 2 and 3 leading up to the TIRR-PS 
implementation. Then, after the TIRR-PS program has been implemented for one year, 
the project director will return to the hospital database and record the number of 
readmissions for each month after the start of the TIRR-PS program. Data for 15 months 
(the 3 months of “look-back” prior to and 12 months after TIRR-PS implementation) will 
be examined to determine if there is a 10% reduction in readmissions; the data will be 




To examine the hospital expenditures and reimbursement rates. The project 
director will measure hospital expenditures and reimbursement rates by examining the 
hospital cost 3 months prior to TIRR-PS implementation and again at 12 months and 
compare the difference. In addition, the project director will examine if the hospital was 
penalized for having higher rates of readmissions than the national average and if so to 
what degree (i.e., 1% to 3% less reimbursement for healthcare services for the fiscal 
year). Afterwards, a comparison of data about the current fiscal year to the previous year 
will take place. 
Then, the project director will disseminate information about program evaluation 
findings to stakeholders via emails and a follow-up PowerPoint presentation. 
Conclusion 
This chapter described the systematic approach that the project director will 
utilize to adequately evaluate the proposed TIRR-PS program. The aforementioned 
program evaluation methodologies will allow the project director to examine the 
effectiveness of the program in terms of achieving desired objectives. Additionally, this 
program evaluation will help to determine whether or not the program is providing the 
healthcare services needed to reduce common risk factors leading to unplanned hospital 
readmissions among patients with a TJA and their associated personal, societal, and 







CHAPTER FIVE – Funding Plan 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) is a 
multi-level, multi-component pilot program designed for a local hospital acute care 
setting. This program will take place over the course of one year. The goal will focus on 
reducing unplanned 30-day hospital readmissions and their associated healthcare costs 
among patients with a recent TJA. Investigators have identified the major causes of costly 
unexpected hospital readmissions among patients with a TJA; they include surgical site 
infections, blood clots, joint dislocations, and periprosthetic fractures (Avram et al., 2014; 
Curtis et al., 2019; Iorio & Feroz, 2017; Jordan et al., 2012; Kurtz et al., 2017a; Kurtz et 
al., 2017b; Ramkumar et al., 2015; Ricciardi et al., 2016; Roger et al., 2019; Schaeffer et 
al., 2014; Schairer, 2013a; Schairer, 2013b; Schwarzkopf et al., 2019; Sutton III et al., 
2016; & Tayne et al., 2014). To address this problem, TIRR-PS will incorporate the 
following components: (a) one-hour educational session for hospital administrators and 
healthcare professionals to increase staff awareness about how to better serve patients 
after a TJA to decrease common risk factors and unplanned 30-day hospital readmissions; 
(b) a three-hour educational and skill building component for OTs and OTAs that will be 
designed to affect knowledge, attitudes, and skills related to common risk factors 
associated with patients following a TJA; and finally, (c) two, one-hour educational 
sessions and an one-hour hands-on-training session that will be intended to impact the 
knowledge, attitudes, and skills of patients and their caregivers who have undergone or 
scheduled to undergo a TJA. Educational and intervention components will be grounded 




program will provide an effective way to reduce unplanned 30-day hospital readmissions 
for patients with a TJA and the healthcare costs associated with those readmissions. 
TIRR-PS will also facilitate a patient’s ability to maintain functional and quality of life 
which are important goals in occupational therapy.  
Local Resources 
There are several local resources that will promote implementation of the TIRR-
PS program. First, the local hospital will provide the conference room with tables and 
chairs, a fully equipped large therapy room, a computer, and computer projection 
equipment for presentations. Likewise, the hospital will provide a workstation equipped 
with a computer, printer, and typical office supplies for the project director, office clerk, 
and the OTA. In addition, the hospital will also cover the expense of utilities and internet 
service used by the program. Additionally, local businesses will provide lunch for the 
healthcare professionals and occupational therapy staff in exchange for advertisement 
opportunities in the local hospital. Similarly, a local medical supply store will provide a 
few total hip kits and knee wedges free of charge with the purchase of a bulk order. 
Community volunteers may help with the copying, assembly, and dissemination of 
printed materials. Furthermore, occupational therapy students from local universities may 
volunteer their time to research current literature regarding TJA and hospital 
readmissions. This assistance will help to ensure that information presented in the 
program is current and relevant.  Students may also proofread program materials. The 
project director will also recruit bilingual students as well to make certain that materials 




this program may receive local support.  
Program Estimated Expenses Narrative and Justification 
Although local resources are available to help offset costs for program delivery, 
there are other resources that will require financial support to run the program 
successfully. For instance, a registered OT serving as the project director working 40 
hours per week for one year will be compensated $101,440 annually or $48.77/hour for 
the first year. There is a plan to increase this wage to $104,483 annually or $50.23/hour 
in the second year, which will reflect a 3% annual wage increase based on expected 
natural living inflation costs. The project director will dedicate 40% of her full-time 
employment (FTE) each year to complete all of the duties described in Chapter 3. 
Therefore, $40,576 will be allocated for the project director the first year and $41,793 for 
the second year. Moreover, the position of project director will need funds allocated to 
cover fringe benefits such as sick time/vacation time and healthcare insurance, which will 
be about 25% of the employee’s FTE each year. Also, an OTA working 40 hours per 
week for 1 year will earn $73,804 annually, or $35.49/hour in the first year. This wage 
will increase to $76,018 annually or $36.55/hour in the second year, which will reflect a 
3% annual wage increase based on expected natural living inflation costs. The OTA will 
dedicate 20% of her FTE to completing all the assigned responsibilities described in 
Chapter 3. To specify, $14,761 will be budgeted for the OTA the first year and $15,204 
for the following year. The OTA position will need funds allocated to cover fringe 
benefits such as sick time/vacation time and healthcare insurance, which will be about 




working 40 hours per week for 1 year, who will earn $37,989 or $18.26/hour in the first 
year. This wage will increase to $39,129 annually or $18.81/hour in the second year, 
which will reflect a 3% annual wage increase based on expected natural living inflation 
costs. The office clerk will dedicate 20% of her FTE each year to completing the assigned 
tasks described in Chapter 3. Consequently, $7,598 will be budgeted for the office clerk 
the first year and $7,826 for the next year. The office clerk position will need funds 
allocated to cover fringe benefits such as sick time/vacation time and healthcare 
insurance, which will be about 25% of the employee’s FTE each year. 
Justification for personnel compensation is based on information retrieved from 
the California Employment Development Department and Labor Market Information 
Division 2020 First Quarter wage reports. This agency partners with the United States 
Bureau of Labor Statistics to collect employment and wages data through the 
Occupational Employment Statistics and Quarterly Census of Wages programs. The 
hourly wages for the second year were calculated using calucaltor.net. Compensation for 
each position may fluctuate according to the employee’s level of education, skill, and 
work experience. Therefore, a $5,000 annual cushion is included in the budget to allow 
for cost overruns for personnel expenses.  
Other than personnel expenses, funds are required to cover equipment costs. For 
instance, the project director plans to deliver this program to approximately 30 patients 
per month, which equals 360 patients per year. Therefore, the program will need to 
allocate funds to purchase 360 total hip kits and 360 foam knee wedges each year. In 




to practice self-care tasks as they adhere to post-surgery precautions. Each patient who 
completes the program will be allowed to take their equipment home to minimize 
financial barriers associated with complying with discharge instructions at home. (This 
action will also promote infection control by not allowing sharing of equipment among 
patients.) A total hip kit on Amazon.com list for $39.99 plus a $15.00 shipping fee. 
Therefore, $39.99 + $15.00 = $54.99; $54.99 X 360 = $19,796.40. Additionally, a knee 
wedge to elevate the patient’s operative leg is listed on Amazon.com for $37.99 plus free 
shipping. Therefore, $37.99 X 360 = $13,676.40.  
One must also consider the costs associated with mailing out invitations to the 
program and reminder notices to recruit participants. Approximately 1,000 pieces of mail 
will go out each year to promote this program. Based on U.S. standard mailing, a U.S. 
postage stamp currently cost 55 cents. Therefore, 55 cents X 1000 = $550 in postage fees 
for the first year (U.S. Postal Service, 2020). There is an adjusted cost of $25 to account 
for inflation in the second year. Furthermore, there are costs associated with preparing 
materials for the program such as business cards, an indoor banner, folders for handouts, 
and name tags to serve as labels for folders. FedEx list the cost of 240 single-sided 
business cards at $24.99. Also, a 32”x 80” reusable standard retractable indoor banner 
with stand cost $189.99 (FedEx, 2020).  An 800-pack of printable 2-1/3 x 3-3/8 name 
tags is sold on Amazon.com for $21.90 plus free shipping. A pack of 50, two-pocket, 
letter paper size portfolio folders is listed on Amazon.com for $16.99 with free shipping. 
This program will require 20 packs of portfolio folders per year at a cost of $339.80 




year. In order for the TIRR-PS to run successfully, various funding is needed. See Table 
5.1, which summarizes required resources and funding. 
Table 5.1 
Program Estimated Expenses  





$40,576.00 40% FTE $41,793.00 40% FTE + 3% 
annual increase 
Occupational 
Therapist Assistant  
$14,761.00 20% FTE $15,204.00 20% FTE + 3% 
annual increase  
Office Clerk  $7,598.00 20% FTE $7,826.00 20% FTE + 3% 
annual increase 
Fringe Benefits $15,734.00 25% of all salaries $16,206.00 25% of all salaries 
Additional Salary 
Expenses 
$5,000.00 Cost allowance based on 
employee’s level of 
education, skill, and 
work experience 
$5,000.00 Cost allowance   
based on 
employee’s level 
of education, skill, 
and work 
experience 
Total hip kits $19,796.40 $39.99/kit + $15.00 
shipping fee = $54.99; 
$54.99 x 360 kits 
$19,796.40 No price increase 
is expected from 
previous year 
Knee wedges $13,676.40 $37.99/knee wedge x 
360 kits 
$13,676.40 No price increase 
is expected from 
previous year 
U.S. Postage $550.00 55 cents/stamp x 1,000 
items 
     $575.00 Adjusted cost of 
$25 to account for 
inflation  
Preparation materials $593.67 Business cards = 240 
cards x $24.99 
 
Reusable indoor banner 
with stand = $189.99  
 
800 name tags = $21.90  
 
20 packs of 50 portfolio 
folders x 16.99 = 
$339.80 
     $618.67 Adjusted cost of 




$8,050.00     $8,050.00  




Clearly, to deliver the TIRR-PS program effectively and efficiently, certain 
funding is required to cover operational expenses. There are federal, state, and private 
funding sources available that might aid the delivery of the TIRR-PS program. Table 5.2 
describes potential funding sources for this program. 
Table 5.2 
Potential Funding Sources  








Federal up to 
$5,500 
WFOT supports pilot projects that will enhance the 
development occupational therapy research and 
knowledge. 
 
Eligibility: Available to occupational therapists working 
in any area of occupational therapy and who are 
individual members of WFOT. Project must address one 
or more of the WFOT international research priorities 
such as effectiveness of OT intervention, evidence-
based practice, and knowledge and participation in 
everyday life. 
 
Previous research project awarded:  
• Expanding Occupational Therapy Practices in 
Russia While Enhancing Awareness, Acceptance and 






Federal up to $12 
million 
PCORI is a nonprofit organization authorized by 
Congress to fund comparative clinical effectiveness 
research. Funding supports research designed to 
produce reliable, useful information that will help 
patients, family caregivers, clinicians, etc. to make 
informed healthcare decisions to improve patient 
outcomes.  
Eligibility: 
• Nonprofit research organizations 
• For-profit research organizations 
• Public Sector 
• Universities and colleges 
• Hospitals and healthcare systems 
• Laboratories and manufacturers 
• Units of state, local, or federal government 
• U.S. organizations 





Previous research projects awarded:  
• Reducing Risk of Stroke in Patients with Atrial 
Fibrillation 
• Estrogen Use and the Risk for Blood Clots and 







Private up to 
$5,000 
This grant supports Sargent students and postdoctoral 
fellows working with ongoing research at Sargent. 
 
Eligibility: 
All Sargent College graduate students may apply. 
 
Previous research projects awarded:  
• Increasing Physical Activity in Adults Following 
Bariatric Surgery 
• Course Development for a new ‘Interprofessional 









State up to 
$6,000 
Provides research grants, research seed money, and 
project seed money to occupational therapists to 
encourage the development of carefully planned 
research methodologies and/or project/programs that 




• All practicing occupational therapists with a 
California license  
• Membership in the Occupational Therapy 
Association of California (OTAC)  
 
Previous research projects awarded:  
• Exploring the Effect of Occupational Therapy and 
Horticulture for Cancer Survivors with Chronic Pain 










Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) is a pilot 
program that will serve the community well by providing an effective way to reduce 
unplanned 30-day hospital readmissions and their associated healthcare costs among 
patients with a recent TJA. This chapter presented potential local resources available to 
lower expenses related to the implementation of this program. Additionally, the project 
director provided a description and justification of expected operational costs. Moreover, 





CHAPTER SIX – Dissemination Plan 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) is a 
multi-level, multi-component pilot program designed for an acute care hospital 
environment. This program will take place over the course of one year. The goal will 
focus on reducing unplanned 30-day hospital readmissions and their associated healthcare 
costs among patients with a recent TJA. This program will address the common risk 
factors that increase the likelihood of a patient returning to the hospital after a TJA, 
which include surgical site infections, blood clots, joint dislocations, and periprosthetic 
fractures (Avram et al., 2014; Curtis et al., 2019; Iorio & Feroz, 2017; Jordan et al., 2012; 
Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; Ricciardi et al., 2016; 
Roger et al., 2019; Schaeffer et al., 2014; Schairer, 2013a; Schairer, 2013b; Schwarzkopf 
et al., 2019; Sutton III et al., 2016; Tayne et al., 2014).  
To address this problem, TIRR-PS will incorporate the following components: (a) 
one-hour educational session for hospital administrators and healthcare professionals to 
increase staff awareness about how to better serve patients after a TJA to decrease 
common risk factors and thus, unplanned 30-day hospital readmissions; (b) a 
comprehensive, three-hour educational and skill-building component for OTs and OTAs 
designed to affect knowledge, attitudes, and skills necessary to address common risk 
factors associated with patients following a TJA; and finally, (c) two, one-hour 
educational sessions and a one-hour hands-on-training session focused to impact the 
knowledge, attitudes, and skills of patients who have undergone or are scheduled to 




Educational and intervention components will be grounded in the medical model, 
health belief model, and the experiential learning theory. This program will provide an 
effective way to reduce unplanned 30-day hospital readmissions for patients with a TJA 
and the healthcare costs associated with those readmissions. TIRR-PS is designed to 
facilitate a patient’s ability to maintain functional and quality of life which are important 
goals in OT. This chapter will describe how the project director plans to disseminate key 
information about the program and its effectiveness to stakeholders and other potential 
beneficiaries. In developing these dissemination plans, particular attention will be paid to 
approaches that are likely to be effective. To ensure the effectiveness of the dissemination 
plans, the project director will return to the original stakeholder groups to review and 
refine the plans. Dissemination activities will be planned for multiple audiences and will 
be varied in terms of the messages and modes of communication, thus increasing the 
likelihood that they will be attractive to different audiences. In addition, the inclusion of 
stakeholders in the design process of the TIRR-PS program will make it more likely that 
audiences will find the program and its results meaningful.  
Dissemination Plan Goals 
The goals of the dissemination plan for the TIRR-PS program will be as follows.  
Long-Term Goal  
• the TIRR-PS will be adopted and implemented by healthcare administrators, OTs, 
and OT educators nationally and used to address the common risk factors that 
contribute to 30-day hospital readmissions and the associated healthcare costs 




Short-Term Goals  
The program results will: 
• inform upper-level executive healthcare administrators at a local, state, and 
national level about the benefits of implementing the TIRR-PS program  
• inform OTs and OT educators about the benefits of addressing common risk 
factors that contribute to 30-day hospital readmissions among patients with a TJA 
and how effective implementation of best practice strategies reduced common risk 
factors  
• inform executive level healthcare administrators, OTs, and OT educators about 
how to effectively impact the key factors that lead to unplanned hospital 
readmissions after TJA  
Target Audiences 
Primary Audience  
The primary audience to receive evaluation results and the training materials for 
the TIRR-PS program will be upper-level executive healthcare administrators who play 
an active role in implementing change in their hospitals. Individuals in this audience will 
be employed at hospitals that hold or have expressed an interest in a Joint Commission 
Disease-Specific Care Certification in Hip and Knee Replacements. Upper-level 
executive hospital administrators will be in a position to make decisions about the 
implementation of TIRR-PS. For instance, hospital administrators, once informed by the 
program evaluation results, will determine whether or not the TIRR-PS program can 




the program, and may act to adopt the program for all patients receiving a TJA. This in 
turn will reduce the personal, family, and societal burden of sudden rehospitalizations as 
well as reduce healthcare costs.  
Key Messages for Upper-Level Executive Healthcare Administrators 
1. Upper-level executive hospital administrators increased awareness of and 
knowledge about how to better serve patients after a TJA will address the 
common risk factors that lead to unplanned 30-day hospital readmissions among 
patients with a TJA (Chauhan et al., 2017; Guo et al., 2016; Johnson et al., 2015; 
McCoy et al., 2014).  
2. Upper-level executive hospital administrators are in a unique position to 
positively influence clinical best practices which in turn can affect the unplanned 
hospital readmission rate (Chauhan et al., 2017; Chelagat et al., 2020; Trossman, 
2015).  
3. Upper-level executive hospital administrators can play a significant role in 
positively influencing patient care and patient outcomes by supporting and 
promoting the TIRR-PS program activities.  
Secondary Audience 
The secondary audience to receive evaluation results of the TIRR-PS program 
includes OTs and educators of OTs. OTs who use best practices when addressing patients 
with a TJA can influence patient functional outcomes which in turn can impact hospital 
readmission rates (Guraya & Barr, 2018; Hecht et al., 2016; Johnson & May, 2015). 




factors and how OTs should implement best practice strategies. All members of this 
audience are positioned to have a significant impact on the readmissions among patients 
with a TJA.  
Key Messages for OTs and Educators of OTs 
1. OTs play a distinct role in reducing 30-day hospital readmissions among patients 
with a TJA because they can address the risk factors specific to TJA as well as the 
functional impairment that is associated with increased risk of readmissions. 
Therefore, it is reasonable to hypothesize that with the appropriate knowledge, 
skill, and attitudes, OTs can help to reduce the risk factors associated with 
hospital readmission, including the facilitation of patients’ functional 
independence (DePalma et al., 2013; Greysen et al., 2015; Roberts et al., 2020). 
2. Training OTs imparts new knowledge and skills which affects clinical practice 
and in turn can impact hospital readmissions (Hecht et al., 2016; Johnson & May, 
2015; Myers & Lotz, 2017; Novak & McIntyre, 2010). 
3. Training OTs to increase knowledge and skills for clinical practices positively 
influence patient outcomes (Guraya & Barr, 2018; Johnson & May, 2015; Jones et 
al., 2015).  
4. The TIRR-PS program adds to the body of evidence that provides OTs with 
knowledge and new skills that will reduce hospital readmissions among patients 
with a TJA (Guraya & Barr, 2018; Hecht et al., 2016; Johnson & May, 2015; 






Primary Audience Sources/Messengers: 
For Upper-Level Executive Hospital Administrators 
This primary audience utilizes professional organizations such as the Health Care 
Administration Association, the American College of Health Executives (ACHA), the 
American Association of Healthcare Administrative Management, and the Patient 
Experience Conference as credible sources for information. Each are ideal sources to 
disseminate the TIRR-PS program evaluation results. Information will be distributed via 
the organizations’ publications, in-person meetings, virtual events, and/or online 
resources as described in the following.  
For OTs and Educators of OTs 
The secondary audience will utilize professional associations such as the National 
Board for Certification in OT, American Occupational Therapy Association (AOTA), and 
the Occupational Therapy Association of California (OTAC). Each source is conducive 
for dissemination of the TIRR-PS program evaluation results and training materials. 
Information will be distributed via the organizations’ publications, in-person meetings, 
virtual events and/or online resources as described in the following.  
Dissemination Activities  
Written Information 
• The project director will submit her doctoral project entitled Teaching 
Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) to ProQuest for 




regarding this topic to easily access information about the TIRR-PS program via 
university libraries and the National Board for Certification in OT. 
• Publication of the doctoral project on TIRR-PS in ProQuest will also include 
contact information for the project director, who upon request can provide the 
TIRR-PS training materials and guidelines for implementation. 
• A journal article providing an overview of the TIRR-PS program, program 
evaluation findings, and implications for OT practice will be submitted to the 
AOTA for their publications of the American Journal of Occupational Therapy, 
and the OT Practice Magazine. This dissemination activity will disperse 
information about the TIRR-PS program to clinicians, students, and educators.  
• A journal article providing an overview of the TIRR-PS program, program 
evaluation results, and implications for healthcare executives will be submitted to 
the ACHA for their publication called Healthcare Executive. This dissemination 
effort will increase awareness among upper-level hospital administrators about 
the common risk factors that lead to unplanned 30-day hospital readmissions 
concerning patients with a TJA and the key role they can play in addressing this 
problem. 
Electronic Media 
• The project director will serve as a guest speaker on one episode of How To OT 
podcast with Matt Brandenburg. This podcast is dedicated to narrowing the gap in 
research and helping OTs find ways to apply research to practice for better patient 




evaluation results, and implications for OT practice will be presented. The 
purpose of this dissemination activity will be to inform OTs who prefer this 
medium of communication about best practices to reduce readmissions among 
patients with a TJA.  
• The project director will serve as a guest speaker on one episode of OT 4 Lyfe 
podcast with Sarah Putt. This podcast is focused on inspiring OT practitioners, 
bringing awareness to interesting topics within the field of OT, and connecting 
professionals for the advancement of OT as a whole (Putt, 2021). An overview of 
the TIRR-PS program, program evaluation results, and implications for OT 
practice will be presented. The intent of this dissemination activity is to increase 
awareness among OTs about the distinct value OT has in addressing the problem 
of hospital readmissions among patients with a TJA. 
• The project director will serve as a guest speaker on one episode of a HCAA 
podcast. An overview of the TIRR-PS program, program evaluation results, and 
implications for healthcare administrators will be presented. The goal of this 
dissemination activity will be to inform a large population of healthcare 
administrators of the problem of hospital readmissions among patients with a TJA 
and their role in addressing this problem. 
• The project director will present a critically appraised topic addressing how OTs 
can play a distinct role in decreasing common risk factors that lead to 30-day 
hospital readmission among patients with a TJA in the AOTA’s e-newsletter OT 




clinicians and educators with a brief summary of current evidence regarding 
strategies to reduce the common risk factors that lead to 30-day hospital 
readmissions among patients with a TJA so that in turn clinicians and educators 
can apply information learned to their work environment. 
• The project director will host a AAHAM educational webinar entitled Teaching 
Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) for healthcare 
administrators. This webinar will inform healthcare administrators about the 
problem of unplanned 30-day hospital readmissions among patients with a TJA, 
the associated healthcare costs, and the key role they can play in addressing these 
challenges within the healthcare system. 
In-Person-to-Contact 
• The project director will present a poster at the AOTA’s Annual Conference 
Expo. The poster will summarize the TIRR-PS program, provide program 
evaluation results, and implications for OT practice. This dissemination activity 
will aim to expose as many OTs, students, and educators as possible to this topic.  
• The project director will conduct a workshop entitled Teaching Intervention to 
Reduce Readmissions-Post Surgery (TIRR-PS) for OTs, OTAs, and OT students 
at a OTAC Annual Conference. This workshop will last approximately three 
hours. It will consist of an educational and a skill-building component for OTs 
and OTAs that will be designed to effect knowledge, attitudes, and skills related 
to preventing readmissions after TJA. The goal of this workshop will be to 




reduce hospital readmission among patients with a TJA. 
• The project director will present a poster at a Patient Experience Conference. This 
conference is the largest, non-provider event that brings healthcare professionals 
together from all over the world (The Beryl Institute, 2021). The poster will 
summarize the TIRR-PS program, provide programs results, and implications for 
healthcare administrators. The purpose of this dissemination task will be to 
increase awareness among healthcare administrators about the problem of hospital 
readmissions among patients with a TJA, the associated healthcare costs, and the 
role they can play in addressing this problem. 
Budget 
The dissemination activities will require a tremendous amount of time and effort 
to execute. However, the costs to delivery these activities are expected to be minimal. 
The project director will need to allocate funds for both target audiences which include 
publication fees, conference registration fees, poster and printing costs, travel expenses, 











Publication in Healthcare Executive $100.00 
Patient Experience Conference $600.00 
Poster printing and shipping $150.00 
Travel (i.e., plane tickets, luggage fees, rental car) $1,200.00 
Lodging $850.00 






Publications in the American Journal of Occupational 
Therapy and OT Practice Magazine $200.00 
AOTA’s Annual Conference Expo Registration $500.00 
OTAC Annual Conference Registration  $400.00 
Poster printing and shipping $150.00 
Travel (i.e., plane tickets, luggage fees, rental car) $2,000.00 
Lodging $1000.00 
Meals (breakfast, lunch, and dinner) $600.00 




• Written Information: Efforts to disseminate written material will be measured by 
the number of sources that published submitted material. Additionally, the project 
director will track the number of times the publication was cited in other sources. 
Furthermore, success of written information will be based on the number of 
inquiries requesting additional information. 
• Electronic Media: The project director will track the number of times a podcast or 




regarding this activity to judge success of these dissemination activities. The 
quantity of responses will be an objective measure of success. 
• Person-To-Person Contact: The project director will record the number of 
attendees at each poster presentation. Additionally, she will record the number of 
people who leave their contact information to receive more information about the 
TIRR-PS program. The quantity of contacts will indicate successful dissemination 
of information using this approach.  
Conclusion 
This chapter provided a description of the dissemination methods that the project 
director will use to inform the target audiences about the TIRR-PS program. Upper-level 
hospital administrators, OTs, and educators of OTs will be the target audiences for this 
dissemination plan. The project director will use a variety of methods to reach these 
target audiences. For instance, written publications, electronic media, and person-to-
person contacts will be utilized to disseminate information to these target groups. A 
budget that listed the allocation of dissemination expenses was presented in Table 6.1. A 
methodology for how to measure the success of dissemination efforts was discussed as 
well. Together, these dissemination activities are designed to promote the adoption and 
continued implementation of the TIRR-PS program which in turn will reduce unplanned 
hospital admissions, decrease associated healthcare costs, and improve the quality of life 






CHAPTER SEVEN – Conclusion 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) is a 
multi-level, multi-component pilot program designed for an acute care hospital 
environment. It will aim to address the dramatic rise in unplanned hospital admissions 
following a total joint arthroplasty (TJA), specifically a total hip or total knee 
arthroplasty, using the distinct knowledge and skill of OTs. The TIRR-PS program has 
the potential to be significant for OT practice for several reasons. OTs can positively 
impact hospital readmissions rates by emphasizing treatments targeting prevention, 
wellness, patient and caregiver education, self-management, and quality of life (Leland et 
al., 2019; Pritchard et al., 2019). To capitalize on OTs’ unique skills and access to 
patients, the TIRR-PS program will focus on prevention by minimizing a patient’s risk of 
having a surgical site infection, a blood clot, a joint dislocation, or a periprosthetic 
fracture after surgery. The program will also promote wellness and quality of life by 
facilitating the patient’s ability to engage in meaningful activities of daily living despite 
limited mobility post-surgery and by avoiding hospital readmission. Patient and caregiver 
education and self-management specifically related to total hip and total knee 
arthroplasties are employed in Components 2 and 3. Component 1 of TIRR-PS will have 
the goal of educating hospital administrators and healthcare professionals who in turn can 
provide organizational support for Components 2 and 3.  
At present, therapists predominantly serve the post-surgery community. However, 
with new policies in place to reduce healthcare costs, patients spend less time in the 




suggested that the OT profession has the opportunity to expand by delivering services to 
pre-surgical individuals who are scheduled for a TJA. In addition, the authors reviewed 
emerging evidence that supports the effectiveness of pre-surgical group and 
individualized education aimed at teaching patients how to complete activities of daily 
living with precautions, home and environment modifications, and the use of assistance 
devices and compensatory techniques. The TIRR-PS program will allow OTs the 
opportunity to expand services to pre-surgical patients and to utilize strategies to better 
manage the care of patients with a shorter length of stay in the hospital. 
Furthermore, OTs can play an important role in the provision of transitional care, 
which includes assisting the patient in successfully transferring from the hospital to 
another environment such as the patient’s home or a skilled nursing facility (Brown, 
2018; Roberts et al., 2020). Successful transitions can have a positive impact on the 
efforts to reduce unplanned readmissions. Roberts et al. (2020) stated, “Occupational 
therapy practitioners are highly qualified to prevent readmissions by assessing and 
treating core areas and preparing patients to safely transition to the next level of care” 
(p.1).  Other research supports Roberts and colleagues’ conclusion (Brown, 2018; 
Roberts & Robinson, 2014, Rogers et al., 2017; Royal College of Occupational Therapist, 
2017). The TIRR-PS program is an innovative approach to educating and/or training 
hospital administrators, hospital professionals, OTs, patients, and caregivers about 
various ways to reduce risk factors that contribute to 30-day hospital readmissions among 
patients with a TJA.  




from total hip and total knee arthroplasty comprise a large percentage of those 
readmissions in the United States. Research has enumerated the risk factors associated 
with unexpected hospital readmissions which include surgical site infections, blood clots, 
joint dislocations, and periprosthetic fractures. OTs possess unique skills to effectively 
address the key factors that contribute to a patient with a TJA returning to the hospital. 
Unplanned readmissions are in part caused by inadequate education of hospital 
administrators, OT staff, patients, and caregivers. The TIRR-PS program will raise 
awareness about how to address common risk factors and promote hospital 
administration support of education and skill-building activities among healthcare 
professionals with an emphasis on OT. Together, these approaches will effectively 
address unplanned hospital readmissions among patients with a TJA. 
This doctoral project will provide the details of an intervention designed to 
expressly address issues relating to hospital readmissions among patients with a TJA 
utilizing a program entitled Teaching Intervention to Reduce Readmissions-Post Surgery 
(TIRR-PS). The TIRR-PS intervention is based on research, theory, and evidenced-based 
models. TIRR-PS is designed to serve an acute care setting to reduce hospital readmission 
rates, to reduce healthcare costs, to improve patient quality of life, and to reduce the 
societal burden of unplanned hospital care. TIRR-PS is an innovative program designed 
to be comprehensive and to impart knowledge and skills to all relevant professionals in 
an acute care setting with a particular emphasis on the contribution of the OT profession. 
TIRR-PS, once evaluated, will provide a standardized, systematic approach to reducing 




orthopaedic rehabilitative practice in acute care hospitals. This in turn will not only 
reduce healthcare costs but will also improve the post-surgery quality of life for patients 
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professionals (i.e.  
PTs, nurses and 
doctors) serving 
patients  with a recent 
THR/TKR
• OTs/OTAs 
• Patients who received 
or scheduled to 





• Large therapy room
• Durable medical  
equipment and 
assistive devices for 
training
• Total hip kits and knee 
wedges
• Laptop computer
• Computer projection 
equipment
• Printed publications 
and materials
External/Environmental Factors: (facility issues, economics, public health, politics, community resources, or laws and 
regulations): 1) Level of acceptance of the program among staff, 2) Support from hospital administrators, 3) Factors that may hinder patient participation in 
program (i.e. money, time, Coronavirus pandemic, lack of social support, etc.).
Program Theories
• Medical Model
• Health Belief Model
• Experiential Learning      
Theory 
Intermediate
Outcomes (At 3-months 
post)
• Hospital administrators will 
demonstrate continued 
support for the 
implementation of TIRR-PS
• OTs/OTAs are routinely 
implementing strategies 
learned in the TIRR-PS 
program 
• Patients and caregivers 
demonstrate continued 
participation in the program
Long-Term Outcomes
• Decreased unplanned 30-
day hospital readmissions 
by 10% one-year post 
implementation of TIRR-PS 
• Decreased healthcare costs 
associated with 30-day 
hospital readmissions 
Program Outputs
• # of hospital administrators trained 
• # of healthcare professionals trained
• # of occupational therapists trained
• # of occupational therapist assistants trained
• # of patient participation
• # of caregiver participation
• # of total hip kits disbursed
• # of knee wedges disbursed
Interventions and Activities
Educational components will include:
• A 1-hour session for hospital 
administrators and healthcare 
professionals to increase their knowledge 
of common risk factors post TJA and their 
awareness of how to better serve patients 
after a TJA to decrease unplanned 30-
day hospital readmissions
• A 3-hour session with OTs/OTAs to 
address their knowledge, attitudes and 
skills related to reducing common risk 
factors associated with patients following 
a TJA
• Two 1-hour educational sessions and a 1-
hour hands-on training session designed 
to affect knowledge, attitudes and skills of 
patients who have undergone or 
scheduled to undergo a TJA and their 
caregivers 
Short-Term Outcomes
• Hospital administrators and 
healthcare professionals 
will demonstrate increased 
knowledge of risk factors 
that contribute to 30-day 
readmissions and how risk 
factors influence healthcare 
costs
• OTs/OTAs will demonstrate 
increased knowledge and 
skills to effectively 
implement best practice 
strategies aimed at 
reducing common risk 
factors that contribute to 
30-day readmissions
• Patients will demonstrate 
increase awareness of their
susceptibility to and 
severity of common risk 
factors which lead to 
unplanned hospital 
readmissions 
• Patients will demonstrate 
increased knowledge, skill 
and confidence for 
reducing risk factors during 
selfcare tasks and 
functional transfers at 
home
Inputs                        Problem, Theories Activities, Outputs Outcomes
Nature of the Problem
• Poor staff awareness of how 
to serve patients with recent 
THR/TKR to decrease risk 
factors that lead to 
unplanned 30-day hospital 
readmissions
• Poor knowledge and skill 
among patients with recent 
THR/TKR to reduce common 
risk factors post-surgery 
resulting in unplanned 30-
day hospital readmissions 
• Increased unplanned 30-
day hospital readmissions 




• Occupational therapist 
assistant 
• Office clerk 
• Conference room
• Large therapy room
• Durable medical  
equipment and 
assistive devices for 
training
• Total hip kits and knee 
wedges for distrubtion
• Laptop computer
• Computer projection 
equipment





APPENDIX B – Evidence Summary Tables 
Q1: Is there evidence that there are specific risk factors among patients with a total hip or total knee arthroplasty that 



















cohort study  
4,288 patients 
who underwent 
an elective TJA 
during a five- 
year period 




















failure to cope 
within 30 days 








4,288 patients.  
 
















Only 5.3% of 
patients were 
readmitted for failure 
to cope.  
Authors provided 
evidence to support 




commons reasons for 30-
day hospital 
readmissions among 
patients with recent 
elective TJA. 
 
These data can help 
develop programs that 
target common reasons 
for readmission to help 
reduce unplanned 











from 2012 to 
2016. 
Exclusion 






















(3.19%) following a 
TKA from 2012 to 
2016. 
Authors provided 
evidence support surgical 
site infections and 
venous 
thromboembolisms are 
























systems in the 
United States 



















readmissions following a 
TKA. 
 
These data can help 
develop programs 
focused on reducing 
unplanned readmissions 
following a TKA. 
Iorio, R. & 
Osmani,  




with a primary 
or revision 
TKA surgery 
over a 3-year 
period from 
2009 to 2011. 







































after a TKA. 
Forty-one (1.07%) 
deep surgical site 
infections were 








for TJA at 90 days 
ranged from 6% to 




evidence to support the 
idea that patients have a 
higher risk of developing 
an infection and 
returning to the hospital 
following a TKA.  
 
Authors also provided 
data to support a similar 
program designed to 
intervene specific factors 
associated with TKA and 
hospital readmission 
rates in an effort to 





























Length of stay 
 
Ninety-five percent 
(95%) of patients 
with an increased 
length of stay or 
readmission had at 
least one modifiable 








































included:  Venous 
thromboembolic 
event (VTE), 
Infections (deep and 
superficial), and 
Authors provided 
evidence to support a 
comprehensive program 
focused on reducing 
VTE, infections and 
medical complications 
among patients with TJA 
to reduce the hospital 









within 30 days 
of discharge 
from January 1, 
2005 to 
December 31, 


































rates before program 
intervention were 
3.70 for THR and 
3.29 for TKR. Post 
program intervention 
readmission rates 
were reduced to 1.78 
for THR and 1.98 for 
TKR. This represents 
a 47.2% reduction in 
the readmission rate 
for THR and a 
























patients with a 










21 states from 
all regions of 
the U.S. 
accounting for 






















identified in the 
NRD. Analysis 









the first 9 
months of the 
year to produce 
the sample 
population.   
The national rate for 
30-day readmissions 
following a THR or 







the most common 





following a TJA 
places a tremendous 




supporting evidence of 
the economic burden 
readmissions following a 
TJA have on the U.S. 
healthcare system. It also 
provided data which 
support efforts to address 
the costliest causes of 
readmission in order to 
have the greatest impact 
on reducing readmissions 




























data set (LDS) 
















evidence to support the 
common reasons of 
readmissions which one 
may address to reduce 
hospital readmissions 
following TJA.   
Ramkumar, 









































rate for patients 
with a recent 



































following a TJA. 
Patients with a THR 
have an overall 5.6% 
rate for unplanned 
30-day readmissions. 
Patients with a TKR 
had a return rate of 
3.3%. 
 
Top causes for 30-
day readmissions 






disease, and surgical 
site infection. 
 
Top causes for 30-
day readmissions 
following a TKR are 
Researchers provided 
evidence identifying the 
common reasons for 




Data from this research 
can direct the 
development of programs 
aimed at reducing 
common causes for 
readmissions which will 
in turn reduce the 












































the U.S.A. at 
Adult 
Reconstructio

























serves as a 
tertiary referral 
center institution 












The most common 
reasons for 30-day 
readmission were 
fractures, infections, 
and dislocation.  
Authors provided 
evidence to support the 
common causes for 30-




literature helps to 
develop programs 
designed to address these 
common causes an in 














with a THR and  
 
725 patients 



















THR/TKR at a 
local university 
hospital between 
January 1, 2015 
and December 









Reasons for 30-day 
readmissions 






Reasons for 30-day 
readmissions 






evidence to support the 
common causes for 30-




for patients following a 
TJA. This evidence 
supports the development 
of intervention programs 
focused on counteracting 
the risk factors which 
will lead to a reduction in 
hospital readmissions.  
 
Schaeffer, 




with a THR 
 
662 patients 
with a TKR 
Data were 
collected in 































Patients with an 
ASA score of 3 or 
higher have a higher 
rate of readmission 
compared to patients 
who score lower. A 
score of a 3 indicates 
that a patient has 
medical 
complications that 





evidence to support 
infections and 
dislocations are 
associated with hospital 
readmissions among 
























THR at a single 
Patients with a THR 




evidence that confirms 
dislocations, and surgical 
site infections are factors 


































within 30-days of 
discharge. 
 
Over half of surgical 
readmissions 








































TKA at a single 
institution 
between 2005 












Patients with a TKA 
presented a 3.4% 
unplanned 
readmission rate 
within 30-days of 
discharge. 
 












evidence to support 
surgical site infections as 
a significant factor that 
contribute to 
readmissions among 



















cost and rates 
of readmissions 
among patients 





















between April 1, 










defined by the CMS 
following a 
THR/TKR were 
more likely to occur 
within 30-days of 
discharge and cost 
more compared to 
readmissions without 
a CMS defined 
complication. 
 
73% of patients with 
a THR were 
readmitted within 30 




77% of patients with 
a TKR were 
readmitted within 30 





evidence to support 
infections are associated 
with hospital 
readmissions among 
patients with a TJA.  
 
Sutton III 



























as wound infections, 
Authors added to the 





















patients who had 
an elective TJA 
between 2011 
and 2012. Data 
were divided 
into two groups: 
patients 
discharged 
within 0-2 days 
and patients 
discharged 
within 3-4 days. 
Researchers 
compared 







within the first 2 
days of postoperative 
status did not 
compromise the 
patient’s care. 
contribute to medical 
complications which lead 











2007 to 2012. 
Data were 
collected in 
















data on the 
readmissions 
Researchers 



















fracture, or surgical 
site infection. 
 
Several patients were 
readmitted within 30 
days for deep vein 




evidence to support the 
common causes for 30-
day readmissions which 
include dislocation, 
periprosthetic fracture, or 
surgical site infection 
fractures for patients 
following a TJA. This 
evidence supports the 
development of 
intervention programs 
focused on counteracting 
the risk factors which 
will lead to a reduction in 






Q2: Is there evidence of current clinical guidelines or accepted protocols for OT practice to address the common risk 














Procedures Key findings Application 
 
Laugaland 
















































Interventions from a variety 
of disciplines reduce adverse 
medical events and hospital 
readmissions:  
1. interventions that are 
initiated early and are 
continued throughout 
hospitalization and post-
discharge. 2. interventions 
where a key health care 
professional acts as a 
discharge coordinator. 3. 
interventions that include 
patient participation and/or 
education. 4. interventions 
that involve family 
caregivers.  
5. interventions with a 
multi-disciplinary approach. 
6. components of 
intervention teach 
transitional care. 7. 
pharmacy intervention- 




transitional care programs 
General practice 
guidelines can apply 
to occupational 
therapy intervention 
to address risk 
factors among 
patients with a total 
joint arthroplasty to 
develop a program to 
















































to OT practice 
and education. 
Occupational therapists in 
acute care settings are 
expanding their roles as 
practitioners to optimize 
patients’ readiness to return 
safely to the community, 
decrease hospital length of 
stays, and to reduce hospital 
acquired conditions. 
 
Researchers found that early 
mobilization was a feasible 
approach to increase 
functional mobility in 
general resulting in 
decreased readmission.  
 
Researchers also discussed a 
protocol required by the 
Joint Commission 
Certification for Total Hip 
and Total Knee 
Replacement which requires 
a preoperative functional 
status assessment in 
combination with patient 
education. This protocol 
helps therapists identify 
patients who are at high risk 
for hospital readmission and 
plan post-operative 
Information from 
this evidence review 





or guidelines to 
reduce hospital 
readmissions 







































ism and the 














Occupational therapy can 
play a key role in positively 
affecting the clinical 
outcomes for patients at 
risks for readmissions. 
 
Occupational therapy can 
minimize the risk of a 
patient getting a blot-clot 
with early mobilization 
focused on the patient’s 
occupational interests, self-
care, and functional mobility 
training. 
 
Also, OTs can recognize 
opportunities to intervene in 
areas relating to 
occupational performance, 
fall risk prevention, self-
care, self-management 
strategies, home safety and 




evidence to support 
OTs playing a vital 
role in reducing 
readmissions. 
 
This information can 
serve as an 
educational tool for 
OTs and other 
healthcare 
professionals to help 
identify ways OTs 
can reduce 

























support the role 
of OT in reducing 
Described eight broad 
practice areas occupational 
therapists can intervene to 
decrease hospital 
readmissions: 1. activities of 
daily living, 2. instrumental 
activities of daily living, 3. 
Authors provided 
insight on how the 
occupational therapy 
profession as a 






















areas relevant to 
OT practice. 
fear of falling, 4. functional 
cognition, 5. social 
participation, 6. roles, habits 
routines and rituals, and 7. 
vision and 8. safety. 
general. Several of 
these eight areas of 
practice are relevant 
when implementing 
strategies to reduce 
unplanned 
readmissions among 








HF = 538,056 
 
Patients with 
PN = 461,268 
 
Patients with 
AMI = 194,927 
Data 
represented 















































data from 2009 to 
2012. 
Occupational therapy was 
the only spending category 
where additional spending 
had a statistically significant 
association with lower 
readmission rates for all 
three medical conditions. 
 
Six specific interventions to 
reduce hospital readmission 
included: 1. provide 
caregiver training with 
appropriate 
recommendations, 2. 
determine whether patients 
can safely live 
independently, or require 
further rehabilitation or 
skilled nursing, 3. address 
existing disabilities with 
Although 
interventions were 
used to address 
patients with heart 
failure, pneumonia, 
and acute myocardial 
infarction, these 
interventions may 
apply to patients 
with a TJA receiving 
occupational therapy 















expense.   
assistive devices so patients 
can safely perform activities 
of daily living, 4. complete 
home safety assessments 
before discharge and suggest 
modifications as necessary, 
5. assess cognition and the 
ability to physically 
manipulate things like 
medication containers, and 
provide training when 
necessary and 6. work with 
physical therapists to 























































carried out by a 









2001 to 2011. 
Practice guidelines were 
established by categorizing 
six areas of intervention for 
occupational therapists to 
follow when working with a 
patient after a total hip 
replacement. The six areas 
of intervention included: 
maximize functional 
independence, reduce 
anxiety, resumption of 
meaningful occupation, hip 
precautions, and enhanced 
recovery (i.e., optimize the 
length of stay). 
Authors provided 
specific guidelines 
based on evidence to 
promote health and 
mobility among 
patients with a THR. 
This information 
provides support for 
a comprehensive 
































138 articles were 
reviewed 
representing a total 








































diverse group of 
healthcare 
professionals. 









outcomes and reduced 
patient adverse events. 
Authors provided 
evidence that 





practice which in 












One hundred and 
sixty-five 
healthcare 
managers from 13 
counties and 15 
healthcare 
facilities were 
trained over a 




























team coaching. The 
control group 
consisted of 14 
other health 
institutions within 
the same counties 
as the intervention 
groups. Pre and 
post-test were 





compared to the non-
trained managers.  
 
Readmission rates 
were reduced by an 
average of 65% among 
healthcare facilities 
with trained managers. 
Authors provided 
evidence in support 
of educating hospital 
administrators to 
reduce readmissions 
rates. Although this 
is a study completed 
outside the United 
States, clinicians 
may still refer to this 











provided at the 
beginning, end of 
training and 24 to 




in general.  
 






design.   
30 healthcare 
administrators 


























were delivered to 
all participants. To 
examine the 




and post-tests and 
self-refection 
surveys. The data 
was collected and 
analyzed. 
Authors found a 
statistically significant 





skills after training 
(p<0.001). 
Additionally, 
examiners found that 
the participants’ 
confidence in using the 





eighty-three percent of 
the administrators 
indicated that the 
knowledge and skills 
they obtained from the 
training program could 
be used to develop 
future management 
decisions in their 
This study adds to 
the body of evidence 











can indirectly lead 



























































that examined the 
effectiveness of 
interventions 
intended to guide 












outreach had a positive 
effect on professional 
practice and patient 
outcomes. 
Authors contributed 






order to improve 
their management 
skills, which in turn 
can influence the 
key markers of 
successful 
leadership. One of 










































hospitals with the 
opportunity to 





best practices, and 
hosted Action 
Learning Days and 
celebratory events 
which allowed staff 
at participating 
Authors noted that as 
of December 31, 2013, 
more than 7,000 
hospital readmissions 
were prevented among 
the 82 hospitals that 
participated in the 
RARE campaign since 
2011. 
Authors provided 
evidence in support 














hospitals to share 
success stories and 
























Nurses working in 
an acute care 
setting at Bronson 
Methodist Hospital 
in Kalamazoo, MI 
and Mount Sinai 
Hospital in New 
York City, NY 
who are active 

























Patients (PfP), a 
program where 












   
Interventions that 
worked were: 
• Ask Me 3 
• Teach back 
• Follow-up Care 
 
Data suggested that 
there was an eight 




January 2012 to 
December 2013. 
Authors provided 
evidence in support 
of educating hospital 
administrators to 
product a positive 
effect on 






Q4: Is there evidence that educating and teaching new skills to occupational therapy staff regarding post TJA 































A variety of 
databases were 





















Twelve articles were 








was used in selecting 
articles that used a 
pre-post design 
criterion to examine 

















evidence in support 
of the idea that 
education can 
increase knowledge, 
skills and attitudes 
among healthcare 
professionals in 
general which leads 
to improved patient 
outcomes.   


























A variety of 
databases were 


















and skills of 
healthcare 
professionals. 





















evidence in support 




and skills which can 
positively impact 
hospital readmission 





































































outreach had a 













therapists in order to 
improve their skills, 
which in turn can 
influence their ability 
to facilitate 
successful patient 
















included in this 

































Authors used a 
modified systematic 
review protocol to 
synthesize diverse 
forms of research. 







outreach visits in 







effects on primary 
Authors provided 
evidence in support 
of training 
occupational 
therapists to increase 
knowledge and skills 






























from January 1, 

































A systematic search 
of literature relevant 
to EBP training in 
occupational therapy 
was completed. Then 





























































workplace support.  
Authors provided 
evidence to support 










training on how to 
conduct evidence-
based research, 





(EBP).  Teaching 







development of a 
shared action plan to 
improve patient care. 
 
Workplace supports 






was provided in 
presentations done 
by the trained 
healthcare 
professionals 
100% of the time 
post intervention, a 
statistically 
significant 
increase from the 
previous 3% rate.   
knowledge and 
teaches new skills to 
occupational therapy 
staff can affect 
clinical practice 













to 2013. This 

























evidence on teaching 












Authors added to the 

















outcomes were not 
specifically 
addressed, one may 
conclude from this 
article that 
improving the above 
characteristics of an 






















Procedures Key findings Application 
 











years and older 














































method in an 
educational 
program for 




Examiners saw less 
readmissions and 
hospitalizations in the 
intervention group using 
the teach - back method. 
 
The teach-back method 
improved patients’ 
disease-specific 
knowledge and skill for 
using a medical device. 
 
Patients in intervention 
groups showed a 
statistically significant 
improvement in 
compliance to healthcare 
recommendations 
targeting health behavior 
changes such as diet and 
medication adherence.  
 
There was a statistically 
significant increase in 
patients’ health self-
efficacy post intervention. 
 
The findings support 
the use of the teach-
back method among 
patients with chronic 
disease to reduce 
readmissions. 
Clinicians can use 











were 18 years 









(60 minutes total) 
60 minutes of 
standardized inpatient 

















and a planned 
discharged to 

















back method in 
which patients 
were asked to 
restate what they 
learned in their 
own words.  
 
Trained nursing 
staff completed a 
30-day scripted 
follow-up 
telephone call  


















































completed a heart 
failure knowledge 
questionnaire 
Authors reported higher 
scores on the heart failure 
knowledge questionnaire, 
appropriate self-care 
behaviors, and reduced 
readmission.  
 
Researchers found that 
patients in the intervention 
group demonstrated 
significantly higher scores 
on the heart failure 
knowledge questionnaire 
prior to the intervention 
and 3-months afterwards 
compared to the control 
Authors provided 
evidence to support 
the use of patient 
education as an 

























































Researchers saw an 8.3% 
reduction in hospital 
readmissions representing 
a statistically significant 




evidence to support 
the idea that 
educating patients 
and caregivers will 
reduce hospital 
readmissions. 





























rate using the 
teach-back 
method among 
Patients who clearly 
understand their post 
discharge plan were 30% 
less likely to return to the 
hospital. 
 
Post intervention, patients 
delivered on average 
correct responses 94% of 
the time for questions 
relating to knowledge, 
90% of the time for 
Authors provided 
evidence to support 
the fact that 
educating patients 
and family positively 
impacts 
understanding of 









questions regarding health 
behavior change and 85% 
of the time for questions 
about attitude. Hence, 
authors noted that patients 
with heart failure who 
received education (i.e., 
the intervention group) 
using the teach-back 
method had a 12% lower 
readmission rate 
compared to patients who 
did not receive the teach-






APPENDIX C – Healthcare Administrators/Professionals Pre/Post Survey 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) 





 Please take a few minutes of your time to complete this survey before and after 
the TIRR-PS for Hospital Administrators and Healthcare Professionals educational 
session. This survey will help the project director to understand what you already know 
about common risk factors that contribute to readmissions among patients with a total 
joint arthroplasty (TJA) and how these risk factors influence healthcare costs. Thank you! 
 
1. Hospital readmissions following a TJA are responsible for a 1.1-billion-dollar 
economic burden on the United States national healthcare system 
A.   True 
B.   False 
2. The number of patients receiving a TJA and associated healthcare costs related to 
readmissions are expected to increase tremendously over the next few years 
A. True 
B.   False 
3. What medical complications are the most costly for hospital readmissions among 
patients with TJA? 
A. Infection, dislocation and periprosthetic fractures  
B. Blood-Clots, Infections 
C. Uncontrollable bleeding, heart palpations  
4. Researchers have discovered that hospital readmissions related to surgical 




A. 90 days of discharge 
B. 30 days of discharge 
C. 2 weeks of discharge 
5. The four common causes of hospital readmissions among patients with TJA are: 
A. Heart failure, stroke, joint dislocation, fall 
B. Surgical site infections, blood-clots, joint dislocations and periprosthetic 
fractures  
C. Over age 75, use of a mobility aid, cognitive impairment, infection 
Please answer the following questions on a scale from 1 (very untrue) to 6 (very true) 
Questions for Hospital 


























6. I believe patients with a TJA 
are at risk for a sudden return 
to the hospital than they were 
prior to joint surgery. 
o  o  o  o  o  o  
7. I believe researchers have 
noted a rise in healthcare 
costs associated with 
unplanned hospital 
readmissions among patients 
with TJA. 
o  o  o  o  o  o  
8. I believe that I am confident 
in my knowledge about the 
common risk factors that 
contribute to 30-hospital 
readmissions among patients 
with a TJA. 
o  o  o  o  o  o  
9. I believe that I can 
confidently state four 
common risk factors that lead 
to a hospital readmission 
among patients with a TJA.  
o  o  o  o  o  o  
	







APPENDIX D – OTs/OTAs Pre/Post Survey 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) 




Please take a few minutes of your time to complete this survey before and after 
the TIRR-PS for occupational therapists and occupational therapist assistants’ workshop. 
This survey will help the project director to understand what you know about risk factors 




Choose the best answer for each statement or question 
 
1. The four common causes of hospital readmissions among patients with a TJA are: 
A. Heart failure, stroke, joint dislocation, fall 
B. Surgical site infection, blood-clot, joint dislocation and periprosthetic fractures  
C.  Over the age 75, use of a mobility aid, cognitive impairment, infection 
D. None of the above 
 
2. What medical complications require the most expenditure for hospital readmissions 
among patients with a TJA? 
A. Infection, dislocation and periprosthetic fractures  
B. Blood clots, Infections 
C. Uncontrollable bleeding, heart palpations  





3. Researchers have discovered that hospital readmissions related to surgical 
complications following a TJA are more likely to occur within: 
A. 90 days of discharge 
B. 30 days of discharge 
C. 2 weeks of discharge 
D. Immediately after discharge 
4. Best practices aimed at reducing specific risk factors among patients with a TJA 
include using a teach-back method to instruct patients about risk factors, functional 
mobility, self-care management and precautions. 
A. True 
B. False 
5. The four stages of the Kolb’s experiential learning theory are: 
A. Behavioral intention, attitude, subjective norm, perceived behavioral control 
B. Learning, doing, thinking, re-evaluation 
C. Concrete experience, reflective observation, abstract conceptualization, active 
experimentation 





Please answer the following questions on a scale from 1 (very untrue) to 6 (very true) 
Questions for occupational 
therapists and occupational 

























6. Patients with a TJA are 
at greater risk for a 
sudden return to the 
hospital than they were 
prior to joint surgery. 
o  o  o  o  o  o  
7. Researchers have noted 




patients with TJA. 
o  o  o  o  o  o  
8. I am confident in my 
knowledge about the 
common risk factors that 
contribute to hospital 
readmissions among 
patients with a TJA 
o  o  o  o  o  o  
9. I can confidently state 
four common risk 
factors that lead to a 
hospital readmission 
among patients with a 
TJA  
o  o  o  o  o  o  
 





APPENDIX E – Patient/Caregiver Pre/Post Survey 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) 
Patients who have undergone or scheduled for a Total Joint Arthroplasty (TJA) 





Please take a few minutes of your time to complete this survey before and after 
the TIRR-PS for patients with a TJA and their caregiver educational session 1. This 
survey will help the project director to understand what you know about risk factors that 
contribute to hospital readmissions among patients with a TJA and your thoughts about 
your medical condition. Thank you! 
 
1. In relation to total joint arthroplasties, perceived susceptibility is defined as:  
 
A. Beliefs about the risk of getting hurt or experiencing a medical problem 
 
B. Beliefs about the health of others 
 
C. Beliefs about not being affected by a medical condition 
 
2. In relation to total joint arthroplasties, perceived severity is defined as:  
A. The beliefs a person has about the mildness of their condition 
B. Beliefs about the seriousness of a condition or medical event and its consequences 
C. Beliefs about environmental changes 
 
3. What medical problems require the most money for hospital readmissions among 
patients with TJA? 
A. Infection, dislocation and periprosthetic fractures  
B. Blood-clots, Infections 
C. Uncontrollable bleeding, heart problems  




4. Researchers have discovered that hospital readmissions related to surgery following a 
TJA are more likely to occur within: 
A. 90 days of discharge 
B. 30 days of discharge 
C. 2 weeks of discharge 
5. The four common causes of hospital readmissions among patients with TJA are: 
A. Heart failure, stroke, joint dislocation, fall 
B. Surgical site infection, blood-clot, joint dislocation and periprosthetic fractures  
C. Over the age 75, use of a walker, mental illness, infection 
6. Name ways to reduce risk factors that contribute to hospital readmissions among 
patients with TJA: 
A. Comply with post-discharge instructions 
B. Proper use of assistive devices or medical equipment to complete self-care task 






Please answer the following questions on a scale from 1 (very untrue) to 6 (very true) 
Questions for patients 
who have undergone or 
is scheduled to 





















Very True  
 
6 
7. I believe that I am 
more at risk for a 
sudden return to the 
hospital than I was 
prior to joint 
surgery. 
o  o  o  o  o  o  
8. I believe that 
common risk 
factors can lead to 
serious conditions 
that will cause me 
to be readmitted if 
they are not 
addressed.  
o  o  o  o  o  o  
9. I believe that I am 
confident in my 
knowledge about 





among patients with 
a TJA 
o  o  o  o  o  o  
10. I believe that I can 
confidently state 
four common risk 




with a TJA  
o  o  o  o  o  o  
 





Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) 
Patients who have undergone or scheduled for a Total Joint Arthroplasty (TJA) 




Please take a few minutes of your time to complete this survey before and after 
the TIRR-PS for patients with a TJA and their caregiver educational session 2. This 
survey will help the project director to understand what you know about perceived 




Choose the best answer for each statement or question 
1. In relation to total joint arthroplasty, a perceived benefit is defined as:  
 
A. Beliefs about taking action to reduce risk or seriousness of a condition 
 
B. Beliefs about how much money a person will make 
 
C. Beliefs about social security and medical insurance  
 
2. In relation to total joint arthroplasty, a perceived barrier is defined as:  
A. Beliefs a person has about their physical condition  
B. Beliefs that physical, mental, and financial costs are greater than the benefits 
of action 
C. Beliefs about a person having mental challenges  
 
3. Which of the following is an example of a cue to action in terms of medical care? 
A. Taking specific steps necessary for to complete a task 
B. Performing a role  
 







4. Which of the following actions a person may take to help prevent getting hurt after 
surgery? 
A. Follow discharge instructions from healthcare professionals 
B. Proper use of assistive devices or medical equipment to complete self-care 
tasks 
C.  Both A and B 
 
 
Please answer the following questions on a scale from 1 (very untrue) to 6 (very true) 
 
Questions for 
patients who have 
undergone or is 
































5. I believe that 
taking actions to 
prevent getting 
sick or hurt after 
surgery is 
important to avoid 
a hospital 
readmission.   
o  o  o  o  o  o  
6. I believe that it is 
important to take 
time to learn how 
to avoid getting 
sick or hurt after 
surgery. 
o  o  o  o  o  o  
7. I believe that it is 
important to 
spend $200 on 
items that will 
help me avoid 
getting sick or 
hurt after surgery. 
o  o  o  o o  o  
8. I believe that I 
can use assistive 
devices correctly 
at home without 
any problems. 




9. I believe that I 
can use medical 
equipment 
correctly at home 
without any 
problems. 
o  o  o  o  o  o  
10. I believe that I 





o  o  o  o  o  o  
 





Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) 
Patients who have undergone or scheduled for a Total Joint Arthroplasty (TJA) 




Please take a few minutes of your time to complete this survey before and after 
the TIRR-PS for patients with a TJA and their caregiver educational session 3. This 
survey will help the project director to understand what you know about managing your 
medical condition at home and your thoughts about your medical condition. Thank you! 
 
 
Chose the best answer for each statement or question 
 
1. Which conditions are patients likely to get after surgery?  
 
A. Surgical site infection, blood-clot, joint dislocation and periprosthetic fractures 
 
B. Heart problems, infections, difficulty healing 
 
C. Dizziness, problems with vision, difficulty sleeping 
 
D. None of the above 
 
2. Which conditions are likely to happen after surgery if actions are not taken to prevent 
them?  
A. Falls, injuries 
B. Decreased ability to care for self 
C. Both A & B 
D. Neither A or B 





A. Long handle reacher 
B. Button hook 
 
C. Running shoes 
 
4. Which of the following can best help a patient to avoid injuring herself while 
completing toileting tasks after surgery? 
A. Information about how to avoid getting hurt 
B. 3-in-1 commode and grab bars 
C.  Completing tasks in a well-lit area 
D. All of the above 
 
5. Which of the following can best help a patient to comply with discharge 
recommendations after surgery? 
A. Total hip kit, knee wedge, front wheel walker 
B. Shower chair and grab bars 
C. Information about how to comply with discharge recommendations 
D.  All of the above 
 
Please answer the following questions on a scale from 1 (very untrue) to 6 (very true) 
6. Questions for 
patients who have 
undergone or is 
scheduled to 
undergo a TJA and 
their caregiver 
(For caregivers: 
indicate the extent to 
which you believe you 
can ASSIST the patient 





























7. I believe that my 
caregiver and I can 
complete daily tasks 




o  o  o  o  o  o  
8. I believe that I can 
complete functional 
transfers at home 
safely without any 
problems following 
surgery. 
o  o  o  o  o  o  
9. I believe that I can 
use assistive devices 
easily at home 
following surgery. 
o  o  o  o  o  o  
10. I believe that I can 
use medical 
equipment easily at 
home following 
surgery. 
o  o  o  o  o  o  




home without any 
problems 
o  o  o  o  o  o  
	








  APPENDIX F – Occupational Therapy Brochure 
 OCCUPATIONAL THERAPISTS IN ACUTE CARE 
                       Joy L. Smith, MS, OTR/L 
 
What is Occupational Therapy? 
Occupational therapy helps you to regain the ability to 
live on your own when faced with physical or mental 
challenges. 
 
Where do occupational therapists work? 
• Hospitals 
• Schools 
• Nursing homes 
• Mental health centers  
• Community settings 
How Can Occupational Therapy Services Help? 
An occupational therapist looks at physical, mental, and social factors that may change 
your life. Occupational therapists teach you how to safely complete tasks on your own. 
 
How Will A Person With 
A Total Joint Replacement Benefit from Occupational Therapy? 
An occupational therapist can: 
 
• Teach positions to avoid after surgery 
• Teach new skills to promote safety during meaningful tasks after surgery 
• Teach proper use of assistive devices and medical equipment that will increase the ability to 
safely carryout self-care tasks such as eating, dressing, bathing, and toileting. 
• Give a person time to practice life skills in a safe environment and recommend suitable living 
situations after a hospital stay.  
Case Study 
     Diane is a 72-year-old retired nurse who lives in a two-level home with her husband. 
She enjoys playing with her grandchildren and cooking. She recently underwent a right 
total knee replacement because other treatment methods did not work to stop her right 
knee pain. She was able to complete all self-care tasks independently before surgery. 
Now, Diane has a hard time completing daily tasks because she has a hard time moving 
around.  
 


















APPENDIX G – Experiential Learning Theory Brochure 
Experiential Learning Theory for Occupational 
Therapists in Acute Care 
Joy L. Smith, MS, OTR/L 
 
The Experiential Learning Theory and 
Application to Occupational Therapy 
     This theory developed in 1984 by David A. Kolb, a 
psychologist, can be a useful tool for occupational 
therapists working in acute care. It provides a standard 
methodology for how to teach specific skills and how to 
evaluate patient outcomes.  
Major Principles of the Experiential 
Learning Theory 
     Learning that is considered “experiential” includes all 
the following elements: 1. Reflection, critical analysis, and 
synthesis. 2. Opportunities for patients to take initiative, 
make decisions, and be accountable for the results. 3. 
Opportunities for patients to engage intellectually, 
creatively, emotionally, socially, or physically. 4. A 
learning experience that includes the possibility to learn 
from natural consequences, mistakes, and success. 
 
Key Concepts 
• Kolb's theory has a holistic perspective which includes a four-stage cycle consisting of 
experiencing, reflecting, thinking, and acting. 
 




     Alex is a 62-year-old who lives independently in a one-level condo. He enjoys teaching private piano 
lessons three days a week and attending dance class once a week. He underwent a posterior total hip 
arthroplasty because complaint of osteoarthritis in right hip after other treatment options failed. Alex now 
has doctor’s orders to comply with the following right hip precautions: do not bend forward more than 90 
degrees, do not cross legs, do not rotate operated foot inward and weight-bear as tolerated. Alex has 
difficulty with lower body dressing with the onset of hip precautions, lower body muscle weakness and 
decreased balance. 





   
 
Experiential learning is “the 
process whereby knowledge is 
created through the 
transformation of experience.” 
David Kolb, p. 38 
 




Key Take Away… 
     Occupational therapists may implement the experiential learning theory as a holistic approach to 
effectively teach patients new skills to facilitate their independence in activities of daily living.  
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APPENDIX H – OT/OTA Teaching Plan 
Educator: Joy Smith, OTR/L, MS 
Learner: Occupational therapists (OTs) and occupational therapist assistants (OTAs) in acute care 
rehabilitation 
Purpose: To educate OTs/OTAs on how to use the Kolb’s experiential learning theory as a standard 
methodology for teaching the knowledge and skills patients need to address specific risk factors post 
TJA. 
Goal: OTs/OTAs will employ the Kolb’s experiential learning theory and the use of OT best practices to 
enhance the effectiveness in addressing common risk factors in patients with TJA. 
Environmental set-up: Intervention will take place in a large conference room. All OTs/OTAs will sit in 
chairs at tables in the first half of the conference room. The second half of the conference room will be 
reserved for role play activities. During lecture activities, all OTs/OTAs will be positioned facing the 
project director, a lap-top computer, and a projection screen. Project director will sit in a standard chair 
with armrests or stand throughout the session. Project director will provide printed materials such as 
PowerPoint slides, case study, OT brochure, Kolb’s experiential learning theory brochure and pre/post 
surveys in English. Project director will request for participants to complete a paper and pencil pre/post 





















the OTs/ OTAs 
will be able to 
state the four 
stages of the 
experiential 
learning cycle 
with 75% to 
100% accuracy  
Concrete experience 















































will refer to the 




Engaging directly in 
an authentic 




happened with Ann 
and what were the 
results? 
 
Asking “What do 
Ann’s results imply? 





















































Testing new ideas 
Testing skills in new 
situations. Asking, 
“What could be 
done differently in 
Ann’s situation next 
time?” 







of Kolb four 
stages during 
discussion   
After receiving 








team up in pairs 
of two and 
present a case 
scenario where 
they will apply 
all four stages of 
the learning 
theory at a novice 
level 
The four stages of 
Kolb’ experiential 
learning cycle and 
the activities 
associated with each 
stage 
Role Play: a 








































OT as an educator  
 
Equipment learners 
may find useful to 
act out their 
intervention case 
scenario: XL pants, 













front wheel walkers, 
foam knee wedges, 
hair combs/brush, 
tooth paste, tooth 
brush, mouth rinse, 
mirror, bedside 
table, etc.  
Examination 
































Clinical Case Study 
Ann is a 72-year-old widow who has undergone a recent right total hip surgery 
(posterior approach). She lives alone in her own home and was independent in all self-
care tasks and functional transfers prior to total hip surgery. She enjoys volunteering at a 
local elementary school three days per week for five hours per day helping children to 
improve their reading skills. Living alone and volunteering in an elementary school 
means that Ann needs to be mobile and to function independently in all activities of daily 
living. Ann also delights herself with cooking and gardening. Over the past few months, 
Ann began to experience pain and reduced mobility. Gradually, her situation became 
worse, leading her to medical care and to a diagnosis of dysfunction in her right hip that 
would require a total hip surgery. Ann has received little instruction about her total hip 
surgery and therefore is unaware that post-surgery she is more likely to experience 
medical complications that may hinder her functional independence and may increase her 
risk of an unplanned hospital readmission. Additionally, Ann is receiving occupational 
therapy focused on training her how to manage her medical condition to prevent common 
risk factors associated with her total hip surgery. However, she is inconsistent with 
following recommendations from her therapist at home such as using assistive devices to 
facilitate compliance with total hip precautions during lower body dressing tasks. Ann 
says, “I just want to keep doing things the way I have always done them, and I will 
eventually get better.” Ann is a retired teacher and relies on Medicare to cover healthcare 
expenses. She has little to no income to pay for out-of-pocket expenses and looked 




readmitted to the hospital with compliant of severe pain in her right hip and a decline in 
activities of daily living (i.e., dressing, bathing, toileting transfers). She was diagnosed 
with a right hip dislocation which required revision surgery, three days in the hospital, 
and additional post-discharge care. 
Conclusion 
This teaching plan will facilitate the project director’s teaching efforts and the 
therapists’ overall learning regarding the use of the Kolb’s experiential learning theory as 
a standard methodology for promoting knowledge and skills to reduce specific risk 
factors among patients with TJA post-surgery. Additionally, a description of the purpose, 
the goal, objectives, content, methods of instruction, time allotment, resources, and 
methods for evaluation all make it possible for a reader to easily recognize what the 







APPENDIX I – Patient/Caregiver Teaching Plan 
Session 1: Perceived Susceptibility & Perceived Severity 
(1-hour duration) 
 
Project Director: Joy Smith, OTR/L, MS 
Learner: Patients with a recent or scheduled TJA and their caregivers in an acute care setting. 
Purpose: Patients and caregivers will gain an increase awareness of the patient’s susceptibility to and 
severity of risk factors relating to a TJA-post surgery that often result in an unplanned hospital 
readmission. 
Goal: Patients and their caregivers will verbally express their increased awareness of the patient’s 
susceptibility to and severity of risk factors arising from a TJA-post surgery that often result in an 
unplanned hospital readmission. 
Environmental set-up: Intervention will take place in a large therapy room. Patients will sit in a 
wheelchair with an elevated footrest for their post-surgical leg. Other pre-surgical patients will sit in a 
standard chair with armrests. All patients will sit next to their caregivers. Caregivers will sit in a standard 
chair with armrests. All participants will be positioned in a semi-circle facing the project director, a lap-
top computer, and a projection screen. Project director will sit in a standard chair with armrests or stand 
throughout the session. Project director will provide printed materials such as PowerPoint slides, case 
study, fact sheet, OT brochure, and pre/post surveys in English. Project director will use the Microsoft 
translator to provide printed materials to patients/caregivers in their native language for individuals who 
present a language barrier. Additionally, a person will be available to assist with language translation 
and interpretation, as necessary. Project director will request for participants to complete a paper and 















presentation and a 
large group 
discussion about 
the most common 
risk factors 




with a TJA, the 
patients and their 
caregivers will be 
able to describe all 
four risk factors 



















(provided in a 
form which is 
accessible to the 
lay person) about 
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risk factors 
surrounding 


































can use to reduce 
their risk factors 






and present a 
clinical case study. 
After patient and 
caregiver 
education and 
discussion of a 
clinical case study, 




factors that apply 
to them 
personally, the 
severity of risk 
factors and ways 
to reduce the risk 
factors with 75% 
to 100% accuracy 




happened to Ann 
and what were the 
results?” 
 
Ask “What do 
Ann’s results 






Beliefs about the 






Ask “How did 
Ann’s perceived 
susceptibility in 







seriousness of a 
condition or 
medical event and 
its consequences 
 
Ask “How did 
Ann’s perceived 




Ask “What could 
have been done 
differently with 
Ann?” to test new 
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Discussion of the 
most common risk 




Discussion of the 
patient’s perceived 
susceptibility to 
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room 
 






(Resources: Health Professional as Educator, Ch. 10, Figure 10.3; Kolb, D., 1984; Bastista, E., 2011) 
 
Clinical Case Study 
Ann is a 72-year-old widow who has undergone a recent right total hip surgery 
(posterior approach). She lives alone in her own home and was independent in all self-
care tasks and functional transfers prior to total hip surgery. She enjoys volunteering at a 
local elementary school three days per week for five hours per day helping children to 
improve their reading skills. Living alone and volunteering in an elementary school 
means that Ann needs to be mobile and to function independently in all activities of daily 
living. Ann also delights herself with cooking and gardening. Over the past few months, 




worse, leading her to medical care and to a diagnosis of dysfunction in her right hip that 
would require a total hip surgery. Ann has received little instruction about her total hip 
surgery and therefore is unaware that post-surgery she is more likely to experience to 
medical complications that may hinder her functional independence and may increase her 
risk of an unplanned hospital readmission. Additionally, Ann is receiving occupational 
therapy focused on training her how to manage her medical condition to prevent common 
risk factors associated with her total hip surgery. However, she is inconsistent with 
following recommendations from her therapist at home such as using assistive devices to 
facilitate compliance with total hip precautions during lower body dressing tasks. Ann 
says, “I just want to keep doing things the way I have always done them, and I will 
eventually get better.” Ann is a retired teacher and relies on Medicare to cover healthcare 
expenses. She has little to no income to pay for out-of-pocket expenses and looked 
forward to a quick recovery. Nevertheless, two weeks after discharge she was suddenly 
readmitted to the hospital with compliant of severe pain in her right hip and a decline in 
activities of daily living (i.e., dressing, bathing, toileting transfers). She was diagnosed 
with a right hip dislocation which required revision surgery, three days in the hospital, 





APPENDIX J – Executive Summary 
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) 
 
Introduction 
There is an enormous rise in total joint arthroplasties (TJA) in the United States 
(Kurtz et al., 2017a, Greiwe et al., 2019, Schaeffer et al., 2015). At the same time, 
researchers have documented the increase in healthcare costs associated with unplanned 
hospital readmissions among patients with a TJA and the burden that these costs place on 
the healthcare system industries, on private payers and on patients and their caregivers 
(Ahn et al., 2019; Ali & Bottle, 2019; Avram et al., 2014; Greiwe et al., 2019; Jordan et 
al., 2012; Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; Rogers et al., 
2019; Schaeffer et al., 2015; Schwarzkopf et al., 2019). Despite the high healthcare costs, 
TJA have proven to be an effective means to return patients to their social routines, to 
increase quality of life and to improve functioning across various domains, including 
occupational functioning (Ramkumar et al., 2015; Schaeffer et al., 2015; Schairer et al., 
2014a; Schairer et al., 2014b). Return to meaningful occupational and life functioning 
can help to offset the healthcare costs associated with providing these increasing numbers 
of TJA. 
However, social routines, quality of life and occupational functioning are often 
interrupted because of a patient’s unplanned hospital readmission after receiving a total 
hip or total knee arthroplasty. Investigators have identified the major causes of costly 
unexpected hospital readmissions among patients with a TJA; they include surgical site 




Jordan et al., 2012; Kurtz et al., 2017b; Kurtz et al., 2017a; Ramkumar et al., 2015; 
Schwarzhopf et al., 2019; Tayne et al., 2014). The Occupational Therapy Practice 
Framework: Domain and Process describes the practice of occupational therapy as 
promoting health, well-being, and engagement in meaningful occupation (American 
Occupational Therapy Association [AOTA], 2014).  Nonetheless, there is limited 
literature in the occupational therapy field directed towards reducing hospital 
readmissions among patients with a total hip or knee arthroplasty, thus suggesting an area 
that is well-positioned for intervention development and testing.  
Program Description 
This occupational therapy doctoral project entitled Teaching Intervention to 
Reduce Readmissions-Post Surgery” (TIRR-PS) will implement a multi-level, multi-
component pilot program at a local, acute care hospital aimed at reducing unplanned 30-
day hospital readmissions and their associated healthcare costs. This in-person pilot 
program will take place over one year and will incorporate: 1) a one time, 1-hour 
educational session to inform healthcare administrators and healthcare professionals 
about the scope of the problem, most common risk factors for hospital readmissions, the 
costs associated with those readmissions, and how to better serve patients with a recent 
TJA to decrease the common risk factors leading to readmissions; 2) a comprehensive, 3-
hour educational and skill building session for occupational therapists and occupational 
therapist assistants designed to effect knowledge, attitudes, and skills related to 
preventing readmissions after a TJA, and finally, 3) two, one-hour educational sessions 




skills of patients who have undergone or who are scheduled to undergo a TJA and their 
caregivers. This component will serve as a holistic approach to effectively educate 
patients and their caregivers about the associated risks of a TJA post-surgery and to teach 
new skills to facilitate the patient’s independence in activities of daily living, use of post-
surgery precautions, assistive devices, and durable medical equipment. In addition, this 
component will be designed to affect the attitudes of patients and caregivers in terms of: 
their understanding of the patient’s susceptibility to risk factors post-surgery, their 
understanding of the severity of risk factors, and finally, to build their sense of self-
efficacy about managing care post-discharge to avoid an unplanned readmission. 
Educational and intervention components will be grounded in the medical model, the 
health belief model, and experiential learning theory. This program will be conducted by 
the project director who is a licensed in occupational therapist. The project director will 
provide the education and training to participants in all three components.  
Theoretical Framework  
Three main theoretical frameworks will form the basis for this project: 1) the 
medical model, a concept developed by R.D. Laing, a psychiatrist, in 1971 (Laing, 1971). 
This model is concerned with eliminating the disease and trauma that interrupt a person’s 
routine activities of daily living and the body’s attempts to return to homeostasis. In the 
context of the proposed intervention, complications related to total hip and total knee 
arthroplasty disrupt multiple domains of a patient’s life. The body attempts to re-establish 
homeostasis often places it at high risk of deviating from a normative state because of 




hospital readmission. Therefore, the medical model is the overarching theoretical 
underpinning of this doctoral project. The second theoretical underpinning is based upon 
the health belief model which was derived by social psychologists and colleagues in 
1950s to explain the mechanism of a person’s health behavioral change. Developers 
believed that a course of action often depends on one’s perceptions of their susceptibility 
for adverse medical events and the severity of those events, as well as the benefits and 
barriers related to health behavior (LaMorte, 2018).  TIRR-PS component two and three 
utilize the major constructs of the health belief model by directly addressing the skills, 
knowledge and attitudes of patients and caregivers to promote targeted health behaviors 
that will reduce medical complications resulting in reduced readmissions and health care 
costs.  Lastly, the project will be grounded in Kolb’s experiential learning theory (Kolb, 
1984). All three components of the proposed TIRR-PS intervention will reflect major 
principles of this theory as they impart knowledge and promote learning. The four stages 
of the experiential learning theory consist of experiencing, reflecting, thinking, and acting 
which together promote a standard methodology for teaching specific skills to patients 
and evaluating patient functional outcomes (Boston University Center for Teaching and 
Learning, 2020; Kolb, 1984; Kolb, A., 2019). In Component 3, the intervention will be 
governed by the four stages of this model as a holistic approach to effectively educate 
patients and to teach them new skills to facilitate their independence in activities of daily 
living, using post-surgery precautions, assistive devices, and durable medical equipment. 
These three theories together will inform and guide the development of this multi-




understanding and addressing the key causal factors that lead to unplanned 30-day 
hospital readmissions among patients with a recent total hip or a total knee arthroplasty.  
Summary of Key Supportive Evidence 
• There is sufficient evidence to support surgical site infections, blood clots, joint 
dislocations and periprosthetic fractures as specific risk factors that lead to 
unplanned 30-day hospital readmissions post-surgery among patients with a TJA 
(Avram et al., 2014; Curtis et al., 2019; Iorio, R. & Feroz, 2017; Jordan et al., 
2012; Kurtz et al., 2017a; Kurtz et al., 2017b; Ramkumar et al., 2015; Ricciardi et 
al., 2017; Roger et al., 2019; Schaeffer et al., 2015; Schairer, 2014a; Schairer, 
2014b; Schwarzkopf et al., 2019; Sutton III et al., 2016; Tayne et al., 2014). 
• Research supports interactive and multifaceted educational programs, including 
both didactic and experiential activities such as educational materials, educational 
meetings, and shared best practices for healthcare professionals to improve their 
knowledge and skills, improve patient outcomes and to reduce patient adverse 
events (Chauhan et al., 2017; Johnson & May 2015; Jones et al., 2015; McCoy et 
al., 2014; Young et al., 2014). 
• Research supports educating and teaching new skills to occupational therapists to 
affect hospital readmission rates (Guraya & Barr, 2018; Hecht et al., 2016; 
Johnson & May, 2015; Jones et al., 2015; Myers & Lotz, 2017; Novak & 
McIntyre, 2010; Young et al., 2014). 
• Research supports patient education such as self-care training, functional mobility 




clinical protocol (Laugaland et al., 2012; Pritchard et al., 2019; Roberts & 
Robinson, 2014; Roberts et al., 2020; Rogers et al., 2017, Royal College of 
Occupational Therapist, 2017) in occupational therapy practice that can reduce 
readmission rates. 
• Research consistently demonstrates that efforts to increase patient and caregiver’s 
knowledge and understanding about specific conditions and self-care management 
skills can lead to reduced readmission rates. However, a patient’s attitude should 
be a target of change as well to increase the likelihood of a change in behavior 
(Dinh et al., 2016; Hart et al., 2020; Kommuri et al., 2012; Markley et al., 2013; 
Peter et al., 2015). 
Program Evaluation 
The support of stakeholders is essential to successfully implement and expand 
TIRR-PS. Hence, the project director will collaborate with hospital administrators, 
orthopaedic doctors, occupational therapists, occupational therapist assistants, and 
patients who are scheduled to undergo or who have undergone a TJA and their 
caregivers, to gain input on how to effectively address common risk factors associated 
with TJA. A systematic approach will be utilized to adequately evaluate the proposed 
TIRR-PS program. Dependent variables for the TIRR-PS program include: 1) increased 
knowledge about the risk factors for readmissions and for serving patients with a TJA 
among hospital administrators and healthcare professionals; 2) increased knowledge and 
skill among OTs/OTAs for implementing best practices to reduce common risk factors for 




susceptibility to and severity of common risk factors and unplanned hospital 
readmissions; increased knowledge, skill, and confidence among patients and their 
caregivers to effectively reduce to common risk factors; 4) reduced unplanned 30-day 
hospital readmissions and reduced healthcare costs. Dependent variables will be 
measured using quantitative data collection from pre/post surveys to examine the change 
among participants of all three components.  The project director will complete a 30-day 
follow-up observation session with each OT/OTA to examine the therapists’ carryover of 
skills related to best practice strategies. Finally, unplanned 30-day hospital readmissions 
rates, hospital expenditures and reimbursement rates 3-months before implementation of 
the TIRR-PS program and for 12-month following its implementation will be compared. 
The project director will develop, refine, and then deliver the TIRR-PS program to 
other acute care hospital settings based on the stakeholder input, data analysis, and 
program evaluation findings. 
Funding 
To effectively deliver the TIRR-PS program certain funding is required to cover 
operational expenses. The TIRR-PS program will require the time and effort of the project 
director, a registered occupational therapist, an occupational therapist assistant, an office 
clerk as well as equipment that will be provided to patients. Funds in the amount of 
approximately $257,000.00 will be required to implement TIRR-PS, however, the cost 
offsets of reductions in hospitalization may substantially reduce this amount. The project 
director will explore potential local resources available to lower implementation costs. 




sources available that will off-set the cost of personnel expenses and funds required to 
cover equipment.  
Conclusion  
Research suggests that occupational therapists can play a distinctive role in 
reducing unplanned 30-day hospital readmissions (Brown, 2018; Leland et al., 2019; 
Pritchard et al., 2019; Rogers et al., 2017; Roberts, et al., 2020; Roberts & Robinson; 
Royal College of Occupational Therapist, 2017).  To capitalize on the occupational 
therapists’ unique skills and access to patients, the TIRR-PS program will focus on 
prevention and transitional care by minimizing a patient’s risk of having a surgical site 
infection, blood clot, joint dislocation or a periprosthetic fracture. Moreover, patient and 
caregiver education and self-management specifically related to a total hip or a total knee 
arthroplasty will be employed in Components 2 and 3. Likewise, Component 1 of TIRR-
PS will aim to educate hospital administrators who in turn will provide organizational 
support for Components 2 and 3.  
In short, hospital readmission rates are unacceptably high, and patients recovering 
from a TJA comprise a large percentage of hospital readmissions in the United States. 
Research has enumerated the risk factors associated with unplanned hospital 
readmissions. Occupational therapists possess unique skills to effectively address the key 
factors that contribute to a patient with a TJA returning to the hospital. Nonetheless, 
unexpected readmissions are in part caused by inadequate education of hospital 
administrators and occupational therapy staff on how to properly serve patients with a 




will further decrease unplanned hospital readmissions. Raised awareness of, and 
education of hospital administrators so that they can support the education and skill 
building activities of healthcare professionals with an emphasis on occupational therapy 
will effectively address unplanned hospital readmissions among patients with a TJA.  
This doctoral project will provide the details of an intervention designed to 
expressly address issues relating to hospital readmissions among patients with a TJA 
utilizing a program entitled Teaching Intervention to Reduce Readmissions-Post Surgery 
(TIRR-PS). The intervention is based on research, theory, and evidenced-based models. 
TIRR-PS is designed to be implemented in an acute care environment to reduce hospital 
readmission rates, to reduce healthcare costs, to improve patient quality of life, and to 
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APPENDIX K – Fact Sheet 
 





• Hospital readmissions following a total hip or knee arthroplasty are responsible for a 1.1-billion-
dollar economic burden on the U.S. national healthcare system 
• Schaeffer et al. (2015) projected that by the year 2030, the demand for total hip arthroplasty
(THA) will rise by 174% per year and the demand for total knee arthroplasty (TKA) will rise by 
673% 
• Kurtz et al. (2017a) documented that total hip and total knee arthroplasties represent 
approximately half the total readmission costs for the nation
• Hospitals are now being penalized for 30-day hospital readmissions that are higher than the 
national mean for certain conditions including THA/TKA 
• Investigators have identified the major causes for costly unplanned hospital readmissions among 
patients with a total hip or knee arthroplasty; they include surgical site infections, blood clots, 
joint dislocations, and periprosthetic fractures
Visual Explanation of Problem
Solution to the Problem
Teaching Intervention to Reduce Readmissions-Post Surgery (TIRR-PS) is a multi-level, multi-
component pilot program designed for an acute care hospital environment. The goal will be to reduce 
unplanned 30-day hospital readmissions and their associated healthcare costs among patients with a 
recent THA/TKA. TIRR-PS include three target audiences: 1. healthcare administrators and 
healthcare professionals, 2. occupational therapists and occupational therapist assistants and 3. 
patients with a recent THA/TKA and their caregivers. TIRR-PS will impart knowledge and/or skills to 
increase awareness of the scope of the problem, to promote best practice strategies, and techniques 
aimed at improving a patient’s ability to complete activities of daily living with reduced risk of 
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Implications for Occupational Therapy
The TIRR-PS program….
• Will inform occupational therapy staff about the 
scope of the problem related to patient readmissions 
following a THA/TKA
• Will increase the therapist’s awareness of the 
common medical risk factors associated with patients 
following a THA/TKA 
• Will inform therapists about how this problem of 
unplanned readmissions following a THA/TKA is 
situated in the occupational therapy domain of 
practice
• Will allow occupational therapists the opportunity to 
expand services to pre-surgical patients and to utilize 
strategies to better manage the care of patients with a 
shorter length of stay in the hospital
• Will inform therapists about how to reinforce post-
discharge instructions
• Will increase the therapist’s knowledge and skills 
about best practice strategies and techniques used to 
facilitate functional independence among patients 
with a THA/TKA 
• Will provide therapists with a standardized, 
systematic approach to implement best practice 
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